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FULL COMMITTEE HEARING TO RECEIVE UP- 
DATES ON RESEARCH, INVESTIGATIONS, 
AND PROGRAMS INVOLVING PERSIAN GULF 
WAR VETERANS’ ILLNESSES 


THURSDAY, FEBRUARY 5, 1996 

House of Representatives, 

COMMITTBE ON VETERANS’ AFFAIRS, 

Washington, DC. 

The committee met, inmuant to call, at 1 p.m., in room 334, 
Cannon House Office Building, H(m. Chris Smim (vice chairman of 
ffie committee) presiding. 

Present: Representatives Smith, ^uinn. Steams, Cooksey, 
Chenoweth, LaHood, Ehrans, Kennedy, Fmer, Gutierrez, Doyle, Pe- 
terson, and Snyder. 

OPENINO STATEMENT OF HON. CHRIS SMITH, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF NEW JERSEY 

Mr. Smith. Good afternoon. For more than 6 ^ars, there have 
been questions about the health c(mditions of Persian Gulf War 
veterans. The Committee on Veterans’ Affairs has been dilis^t in 
investigating these concerns. In fact, today marks the 15w time 
this Committee has heard testimony on this matter, and I expect 
that with the vigorous leadership of our Chairman, Bob Stump, it 
will not be the Isist. 

This Committee has also been at the forefront in formiilating leg- 
islation designed to assist Persian Gulf veterans. For example, 
through the work of this Committee, any Persian Gulf veteran, 
whether sick or not, can now go to a vA facility for an examination 
and counseling. Also, a veteran who exhibits any condition which 
may be associated with the veteran’s service in the Gulf is now eli- 
gible for priority care throiufo the VA. 

Last year, the Veterans Benefits Act of 1997, signed into law in 
November, created a $5 million competitive grant pro^am under 
which up to 10 VA facilities would establish demonstration projects 
to test new approaches to treating and improving the satisfaction 
of Persian Gulf veterans sviffering from unmagnosed illnesses. 

As Vice Chairman of the National Security Committee, Chair- 
man Stump— ^d I think everyone would take note of this, and he 
may be by a little later — ^felt an (foligation to attend tiie DOD budg- 
et hearing at which Secretary Cohen is ciurently testifying. Chair- 
man Stump had asked that I would open this hearing, and other 
members will be chairing it as the day goes on. 

( 1 ) 
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About this time last year, the Committee held a hearing to exam- 
ine the progress of the Persian Gulf illness-related research. Today, 
we follow up on that issue by bringing in government officials, 
academicians, and sdentista to provide an update on what we hope 
is signfficant progress over the past year. 

Persian Gulf veterans’ illnesses have raised difficult scientific 
^estions. It is vital, accordindy, lhat we gain the benefit of the 
insi^d^t of the sdentffic and otioer experts who have studied these 
questions. 

We realize that many important research studies are still under- 
way and that our state of Imowledge remains incomplete. However, 
rem and accurate answers do not come ovemi^t. 

Residents from across my district answered the call and served 
in the Persian Gulf War. ^d let me just say how important it is 
that I thinic every member of this Committee have had pe<mle, in- 
cludi^ some members of oiu* Committee, who served in the Per- 
sian Gulf War. 

Let me finally jiut ask my good firiend Mr. Evans if he has any 
opening statements. 

(The prepared statement of Congressman Smith iq>pears on p. 
60.] 

OPENING STATEMENT OF HON. LANE EVANS, A BBPRESENTA- 
nVE IN CONGRESS FROM THE STATE OF ILLINOIS 

Mr. EIvans. Yes, I do, Mr. Chairman. I appreciate it. Thank you, 
Mr. Chairman. I want to commend ]mur side for scheduling this 
hearing, and I look forward to the testimony. 

As a result of this proceeding, our Committee should have a bet- 
ter understanding of the current health status of Persian Gulf vet- 
erans, the care that they are now receiving, and the care that thev 
still need to receive. We should also better understand the research 
being conducted to help answer vexing questions about the cause 
and treatment of persistoit Gulf War veterans’ illnesses and VA’s 
response to the claims for compensation filed by Persian Gulf War 
veterans. 

Today the VA deems about 80 difimrent hazards and 270 various 
disabilities, ouote, "acceptable,” unquote, as a basis of adjudicating 
Persian Guli veterans’ service-connected disability compensation 
claims. It could well be yeturs and more likely decades, if then, be- 
fore science can definitivelv link all of these e]q> 08 ures to illnesses. 

I’m currently preparing legislation to provide the basis for grant- 
ing claims for service-connerted disabilily to those who served in 
the Persian Gulf theater sis well as other Persian Gulf-era veterans 
who have prepsu^ to be draloyed. 

While a number of details must still be finalized, I eiq)^ to in- 
troduce this measure in the very near future. Prior to its introduc- 
tion, I will invite sdl members of our Committee to become original 
cosponsors of this legislation. 

In mnersd, this le^dslation will provide a scientific bsusis for Per- 
sian Gulf compensation, but it does not presume that answers exist 
today to sdl the questions veterans still have sdxmt why ^ey are 
sick. 

Our experiences with radiation and Agent Orsm^e should have 
taugd^t us that science does not sdways provide definitive, imequivo- 
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cal answers that conform to our timetables and deadlines. But Per- 
sian Gulf illness data available to science can make clear links to 
enosures in some cases. In other cases, the evidence linking sp^ 
dnc causes to specific conditions is more controversial. And in still 
other cases, there is little or no available science. In addition, new 
information about potential esqxMures, like the demolition of the 
chemical warfare munitions site, may become available at some 
time in the future. 

Those symptoms or medical conditions foimd to be prevalent in 
the Persian Gulf veteran population should be presumed service- 
connected. This does not necessitate a definitive link between a 
specific agent and the symptoms or the diagnosis but does provide 
a firm grotmding in science. 

No less impoii^t, it will give Persian Gulf veterans who are suf- 
fering today, years after their service to their countiy, the benefit 
of the doubt—^ benefit which they all have earned. 

Mr. Chairman, Fm glad that you’re holding the hearing and look 
forward to the testimony before tis today. 

[The prepared statement of Congressman Evans appears on p. 
52.] 

1^. Smith. Thank you very much, Mr. Evans. 

Without objection, if other members have statements, we will 
make them a part of the record imless — did you want to — — 

Mr. Keni^y. Yes. Mr. Chairman, if you wouldn’t mind, I’d like 
to make an opening statement. Thank 3n>u very much. 

OPENING STATEBIBNT OF HON. JOSEPH KENNEDY, A REP- 
RESENTATIVE IN CONGRESS FROM THE STATE OF MASSA- 
CHUSETTS 

Mr. Kennedy. Mr. Chairman, 7 years ago when the Persian Gulf 
War ended, a hearing was held here in Washington to investigate 
reports that the Persian Gulf veterans were svifiering fix>m a series 
of mysterious symptoms, but there were no veterans at the witness 
table in the committee room. 

In 1992, Lane Evans and I held a hearing in Boston to gather 
testimony fix>m sick veterans who could tell us about their health 
problems. At that time, sick veterans were being called malingerers 
or worse by the Defense Department. People didn’t believe that 
they were really sick. 

But by early 1993, it was clear that there was a problem. Lit- 
erally hundred of veterans were calling our offices to report symp- 
toms ranging fix>m skin rashes to respiratory problems to kidney 
failure and cancer that they believed were link ed to their service 
in the Gulf conflict. 

The Pentagon continued to deny ai^ link but was forced to take 
a closer look at the facts once countries that were members of the 
Persian Gulf coalition began reporting exposures firom their own 
troops to chemical and biological weapons. 

Finally, in April of 1996, ffie CIA released a report showing solid 
evidence that mousands of chemical weapons have been stored at 
Khamisiyah and that our troops may have been exposed to those 
deadly agents after allied forces bombed storage facilities. 



Now here we are 7 years after I2ie war. We finance 103, 103, sep- 
arate research projects at a cost of $49 million. And weVe had a 
presidential panel study the veterans’ health problems. 

Both DOD and the VA have not answered tine veterans’ questions 
about what caused them to get sick and when they will get effec- 
tive treatment. The veterans are firustrated and ri^ditly so. They 
suffer firom a myriad of illnesses like stomach disorders and painful 
muscles and joints, just to name a few of them. 

The veterans don’t want to hear the argument that their ill- 
nesses are caused by stress. When I talk to veterans and they tell 
me what they do want to know is what caused them to get sick. 
And what they also want is research to be done to find effective 
treatment. 

They are brave men and women who answered the country*; 
at the time of need. They deserve a full accoimting of how 
service mi^d^t be linked to these horrible illnesses that have so 
astatod their family lives and careers. 

So based on my conversations with veterans, Fd like two thii^. 
I think two thii^ need to be done. First, I talked with the Persian 
Oulf veteran Brian Martin of Michigan. 

Brian was a specialist at the Army demolition team, and he was 
the person who filmed the bombing of the storage facilities at 
Khamisiyah. He has now stomach and colon problems and has an 
actual scar on his brain whidh is called decreased uptake and difiii- 
sion of the temporal lobe. He said the VA doesn’t know which 
chemical he was exposed to. 

Brian Martin now runs the international advocacy for Gulf War 
syndrome, which is a coalition of 60 grass roots organizations with 
18,000 veterans as members. 

Brian said veterans believe the VA’s main problem is that they 
don’t have enough information firom research to provide effective 
treatment for the symptoms that they can’t diagnose. He’s testified 
before Congress seversd times and told me that veterans feel like: 
Thanks for the research into the cause of what made us sick, but 
please do some research that will find effective treatment. And the 
veterans think that DOD’s researdi has been DOA. 

So Fm drafting a bill that Fd like to ask the members of our 
Committee to review and join me as original cosponsors. I don’t be- 
lieve that we have a focused, coherent research strategy. The bill 
will give priority to researching Persian Gulf veterans’ exposure to 
bioloncal and chemical weapons and the resulting effects on their 
health to find effective treatment. 

In addition, the bill will call for setting up a database to monitor 
the health of Persian Gulf veterans who are being treated within 
the VA health care system and those who are being treated in pri- 
vate health care. Fm puttii^ this into the bill because a veteran 
told me and my staff that DOD and the VA have had no follow- 
up system to monitor Persian Gulf veterans’ clinical progress after 
their initial physical exam. 

Second, Fve asked the GAO to evaluate the research that’s been 
stmrted. ff the evaluation shows any of these studies that won’t con- 
tribute to effective health care fmr sidr veterans, then we should 
puU the plug and diange the direction. FU share the results of the 
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GAO’S evaluation with the members of the committee as soon as 
we it. 

Fmally, Mr. Chairman, with this cat and mouse game that Sad- 
dam Hussein is playi^ ri{^t now with U.N.’s weapons inspect^, 
we may be iqiproacning the eve another conflict in the Persian 
Gulf. Just yesterday tiw White House press secretary said that 
time is running out for a diplomatic solution in Irao. 

If we need to send in ground troops, we must do all we can to 
make sure that thc^ don^ come back as a second wave of Persian 
Gulf syndrome victims. If ground troops go in, DOD must guaran- 
tee that gas masks and protective suits are not defective and that 
they will protect the soldiers from any exposure to hazardous 
substances. 

hi addition, before the 1991 Persian Gulf War, the soldiers were 
given investigational drugs, such as PB, as a pretreatment to pro- 
tect them against exposure to chemical weapons. These drugs were 
administered without informed consent. And some of the veterans 
believe that those drugs mi|fot be part of Iheir health problems. 

We don’t know if tlmf s ^e. itowever, I want to t^ to gain as- 
sure from the Pentagon that informed consent procedures will be 
carried out if our troops must go into ihe Gulf again, althougfo it 
is my fervent hope and I’m sure all of ours that that is not the 
case. 

Thank you veiy much, Mr. Chairman. 

Mr. Smith. Thank you, Mr. Kennedy. Mr. Filner. 

Mr. Evans. If I could have a unanimous ccmsent request? Mr. 
Chairman, I’d like to enter into the record a letter to our colleague 
John Tierney of Massachusetts r^arding this hearing. May I adc 
that this letter and its attachments be made a part of the record? 

Mr. Sboth. Without objection, the letter with attachments will be 
made a part of the record. 

[The letter to John Tierney mpears on p. 55.] 

Mr. Evans. Thank you, Mr. Chairman. 

Mr. Smith. Mr. Filner. 

OPENING STAiradENT OF HON. BOB FILNER, A 
REPRESENTATIVE FROM THE STATE OF CALIFORNIA 

Mr. Filner. Thank you, Mr. Chairman. And I thank you and 
Chairman Stump for holding these hearings today. Although, as 
you’ve mentioned, we’ve had a dozen of them or more, I don’t think 
we have come to the bottom of the situation as yet. 

Let me try to put a human face on the attitode that I will take 
during these hearii^ today. I have two constituents named Sean 
and Lralee Dudley. Four or five years ago, they began to experience 
symptoms which they could not get adequately diagnosM any- 
where. And initially they were treated for chr^c fatigue 
sjmdrome. 

They began to read about the Persian Gulf War illnesses, and 
thou^t that they had ^mptoms very similar. But when they tried 
to make this known to both the Department of Defense and the 
Veterans Administration, they were told that this could not be pos- 
sible, they were civilians. Thoy had not been to the Gulf. They were 
not in the armed forces. They were civilians who worked near the 
Marine Corps Recruiting Depot in San Di^^, my hometown. 
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They were gettmi^ sicker and sicker. I met them when they were 
so sick I did not think I would see them on my next trip home be- 
cause they were so ill. 

They searched around for treatment and eventually came into 
contact wilk a researcher who was dealing with Persian Gulf War 
illness. He saw that this was the exact same situation that' he had 
been treatii^ in Gulf War illnesses and began to treat them with 
an antibiotic protocol, which he had developed. Within several 
months, they saw a tremendous turnaround. Now it is a year from 
when I first met them. They are proceeding toward some degree of 
normal healik. 

Their situation, I think, puts into human perspective some of the 
issues that sdl of us are concerned with. At first, the Dudleys were 
thou^t not to have anything that anybody could recognize. It was 
all in their mind. It was stress. Noboay tkou|^t it was a legitimate 
illness. 

When they foimd somebody outside of the mainstream who 
would recognize it and begin treating them, they became activists 
in the attempt to help other people. And what they ran into in Ike 
Department of Defense and into in the Veterans Administration 
was a bureaucratic rigidity, a refusal to even hear what they had 
to say because it came into conflict with all of the assumptions that 
boik departments shared. 

They could not even get a hearing on the fact that here they had 
a treatment that seemed to work: Why weren’t both the VA and 
DOD interested at all? 

These are civilians, by the way, who believe that they cauj^t this 
illness fium others who had be^ mcposed to whatever it is that 
caused it. Therefore, there is contagion involved. They have docu- 
mented cases of other family members and pets of Gulf War veter- 
ans who have this illness. 

I have never seen anywhere in the official literature that admit- 
ted any possible conti^on. But the Sha^ Committee that has 
looked into this with some degree of credibility in my belief, and 
finds, in their words, that the programs are “irreparably flawed.” 
And they make recommendations to improve Ikat. 

The I^sidential Advisor y C ommittee, whom we will hear firom, 
the first witness, said that ^^e credibility gap between the public’s 
views of government efforts to address tkese and the reality cannot 
be bridged without bold policy action.” I quote firom your report. 

I have read all the testimony that Fm ^ing to hear today. I have 
talked to folks in both departments. I still do not see, as Ken- 
nedy, Mr. Evans, and Mr. Smith pointed out, tkat the seriousness 
of tne situation, the recognition of tke fact tkat people are iU, and 
that there may be reseat^ that can lead to an improvement out- 
side of the mainstream — I don’t see any of that recogoized at all 
in this testimony today. I do not see tke bold action. I do not see 
a change in the poli^. 

As we prepare today perhaps to introduce our troops again into 
the same geographic area, it seems to me that the utmost of na- 
tional securi^ concerns is the trutii, wherever that may lead. 

If inoculations or testing of anti-chemical and biolomcal warfare 
were involved and, therefore, we ourselves caused tms illness, I 
think we have to recognize that fully because we are about to do 
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the same thing. We have started inoculating troops again without 
ever knowing what had caused the first situation, at least in public 
testimony. I believe that there m knowledge and testimony within 
the onnuizations that have not yet come to li|^t. 

So, Mr. Chairman, I bring to this hearing a little bit of a skep- 
ticism based on my several years of dealing with the IXidleys as 
we have tried to help them come to a normal life and understand 
their own disease and have come into roadblock after roadblock 
after roadblock with the axiating bureaucracies. And I think we 
need to change that. 

Mr. Smith. Thank you, Mr. Filner. 

I have been advised t^t Dr. Caplan is under a time constraint. 
So I would ask that if members do have opening statements, to 
perhaps reserve that for the beginning of the second panel or Til 
just admit it for the record and well make it a part of the record. 

I’d like to introduce our first panel, first of tluee panels. It con- 
sists of: Dr. Arthur Caplan, a member of the Presidential Advisory 
Committee on Oulf War Veterans’ Illnesses; Dr. Donald Mattison, 
Chairman of the Board of Health Promotion and Disease Preven- 
tion at Hie Institute of Medicine, who is accompanied by Dr. Dan 
Blazer, Chairman of the Committee on the Comprehensive Clinical 
Evaluation Pro^am at lOM. 

Dr. Caplan, if you would begin? 

STATEMENTS OF ARTHUR CAPLAN, PhJ)., MEMBER, PRESI- 
DENTIAL ADVISORY COMMITTEE ON GULF WAR VETERANS’ 
ILLNESSES; DONALD MATTISON, MJ)., CHAIRMAN, BOARD OF 
HEALTH PROMOTION AND DISEASE PREVENTION, INSTI- 
TUTE OF MEDICINE, ACCOMPANIED BY AND DAN G. BLAZER, 
MJ)., CHAIRMAN, COMMITTEE ON THE COMPREHENSIVE 
CLINICAL EVALUATION PROGRAM, INSTITUTE OF MEDICINE 

STATEBIENT OF ARTHUR CAPLAN 

Mr. Caplan. It is an honor to have Hie opportunity to offer testi- 
mony to this Committee. Fd say it’s also a rare opportunity that 
I get to meet with a group who has probably sat tl^ugh as many 
hearing and statements as I have on this subject. 

My field is ethics, specifically ethical issues in medidne and the 
life sciences. ThaFs wnat I teaw at the University of Penns^vania. 
But, more importanHy for the Committee, I was a member of the 
Presidential Advisory Committee on Gulf War Veterans’ Illnesses, 
which completed its work last October 31. 

I want to be clear to you all today that the testimony 1 am pre- 
senting, while based on my service on that committee, only rep- 
resents my own views and opinions. I am not going to presume to 
speak for mv fellow commitb^ members. 

I would like to offer my opinions to you about a ntunber of issues 
your Committee is trying to address and struggle with, some of 
which you have talkra about in your opening statements: What 
needs to be done to find answers to quesHons about Oulf War ill- 
ness; what needs to be done to attend to health problems in veter- 
ans fixnn the Gulf War; and, probably most importanHy today, 
what lessons must be learned and zealously applira to future pos- 
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sible deplojrments in the Gulf or ot&er areas of the worid where 
American mihtaiy personnel and support personnel mi^t go. 

Mr. Chairman, I feel obligated to begin my testimony to you by 
reaffirming something that our committee noted in its interim re- 
port; its final report; and when our tenure got extended in January 
of 1997 for another 9 months, a special report. There should be no 
doubt that some veterans returned home fimm the Persian Gulf 
War ill. Some of these illnesses are clearly service-connected. 

The questions of what exactly Gulf War illness is has proven to 
be a most vexing matter. No sini^e set of S 3 unptoms, no classic 
presentation of complaints has emerged which encompasses aU of 
the different health problems that veterans told us about in an ex- 
tensive period of public hearings and that have been amply docu- 
mented in numerous scientific stodies and assessments. 

There have been pronouncements over the ^ar, including this 
year, to our committ^ and in the media that there is no entity, no 
disease, no Gulf War illness. But the lade of a clear-cut set of cri- 
teria that permits easy diagnosis or a single clear-cut disease 
shared by all who served who have complaints and ailments should 
not obsctu« or detract fix)m the fact t^t some veterans became 
side and some remain sick as a consequence of their service. No 
one on this Committee should doubt that. 

The obvious question which follows b: Why? Why were people 
side? The range of complaints and ailments, differences in tne de- 
gree to which the military personnel were exposed to the same 
agents and factors, an absence of obvious patterns in the overall 
distribution of illness complaints makes it most unlikely that any 
single agent or cause was responsible. 

My own opinion b that Gmf War illness may actually constitute 
more then one illness, which may have been brought about by more 
than one cause, and may also include illnesses broui^t on by eicpo- 
sure to many factors, not a single agent, in Ihe Gulf War environ- 
ment. 

Our committee in its reports, including the final report we issued 
just a few months back, called spedal attention to one factor in 

I )articular, stress, as an important contributing factor to the prob- 
ems that beset some of those who were in the Gulf. 

When we mentioned this factor, thb led some to condude that 
our committee, too, felt that Gulf War illness b all in the minds 
of veterans, that some veterans must be making up their symp- 
toms, or that only those too weak or firail or unfit for service would 
succumb to the psydiological impact of deplojunent in an alien en- 
vironment and exposvue to combat fou^t with terrible techno- 
logical weapons. I want to state to thb Committee that I find these 
reactions to the dting of stress as a contributing factor to Gulf War 
illness absurd and even at some times offensive. 

Stress can effect health. Thb b a well-documented fact. We know 
it fimm animal studies, and we know it firom studies of human 
beings who work and live in stressful environments and situations. 
To pretend that stress b something that influences our health in 
peacetime but not in war is patently siUy. 

That said, it b my opinion that stress, when we talked about it 
on toe committee, b only one of a number of factors that may have 
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comtaributed to some of the illness symptoms that some of the veter- 
ans suffered and they still suffer from. 

It is not the sole cause of Ghilf War illness. It is not the primary 
cause. It is simply one among a number of factors that we have to 
think about when we try and understand why so many people in 
so many different locations, firom being deplcy^ on the fi^t lines 
all the way to the rear, suffer this vast array of symptoms that we 
caU imder the sini^e banner Gulf War illness. 

Well, the obvious question, then, is what to do about trying to 
find out the answers to questi(ms of causation. And I have to tell 
you that many of my colleagues on the Presidential Advisory Com- 
mittee on Gulf War Illnesses were and remain optimistic that fo- 
cused, carefully conducted, pem'-reviewed research will lead us to 
answers. I’m not svue. My own opinion is, that may not be true. 

The Gulf War was fou^t under unusual circumstances. Large 
numbers of reservists were called into action at a rapid pcu». For 
the first time, many women served at or near the firont fines. The 
war itself was prosecuted with li ghtning speed. 

Technology was deployed during this war that, thankfully, kept 
American casualties to an absolute minimum while causing great 
devastation to our enemy but that brought in its wake certain 
risks. Environmental hazards were omnipresent on the battlefield. 

What Fd fike this Committee to understand basically is that try- 
ing to go backwards 9 years in time to figure out who was where 
exposed to what when combinations of factors may be responsible 
for many different types of illnesses may be more than science is 
going to be able to r^on with. 

Should we then abandon the effort to find the answer to what 
caused Gulf War illness? Absolutely not. The reason to push on is 
that the single most important lesson in my view of the Gulf War 
is that the only way to prevent another tragedy is to redouble our 
efforts into research to establish what the healto effects are of var- 
ious agents and factors that were in play in the Gulf theater and 
could be again diould we be back there again. 

It is vital that Congress insist that the armed Services and the 
Department of Defense make a concerted effort, moreover, to estab- 
lish a baseline of health and surveillance that would allow us not 
to get into this situation one week firom now or one month or one 
year fit>m now. 

We need to have uniform standardized policies for pre-deploy- 
ment in-depth health assessments as well as for demobilization. 
These did not exist in Desert Storm and Desert Shidd. And, in my 
opinion, Fm here to tell you today I don’t think they exist now. 

Despite the iiyunction that health monitoring and assessment in 
our reports receive top priority from the mifita^ in an era of tech- 
nological wars fought in alien environments at a rapid pace, this 
has not happened. There is still insufficient attention to issues of 
adequate ph^cals, in-depth health assessments for samples of ac- 
tive and reserve timps, comprehensive and usable recordkeeping, 
standardization of m^cal inrormation across the Services, stOT^ 
of tissue samples for assessment, adequate monitoring of vaccine 
use and other preventive measures for deplcyed troops. We still 
aren’t even sure that the equipment we’re putting out tiiere to 
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measure diemical and biological warfare detection meets tiie stand- 
ards that we ou^t to expect of it. 

The problem that we hue, then, is that we should have learned 
a lesson fix>m the Gulf War, whic& is; if we don’t imderstand the 
healtii of the people we send thm« in dq)th befine they go, it’s 
going to be difficult for us to figure out why some of them become 
sick when they get back. 

We are not taking the steps, in my opinion, to make sure that 
we don’t repeat this tragedy again. That is where our research 
should focus. In addition, we should focus our research as well on 
the presunmtion that those who were side may not get an answer. 
And, thererore, what we have to do is give the vetermos the ben^t 
of ffie doubt and make sure that our government is spending the 
money that it takes to provide them vnth therapy, treatment, and 
palliation. 

I’m not sayi^ give up on tiyi^ to answer the question of what 
made people siw. What I do think has to happen is a bold effort 
to make svue that they get treatmmit; that they get disabilit; 3 r, that 
we do right by the veterans who were there; and then we make 
sure that you all, if I might respectfully suggest, make sure that 
the infirasbucture is in place to make sure that we’re not in a situ- 
ation where another contempmrary conflict brings us back side or 
ill or disabled veterans, leaving us uncertain as to why they wound 
up in that state in the first place. 

(The prepared statement of Mr. Caplan appears on p. 75.] 

Mr. Smith. Because there’s a roll call vote on the uoor, the com- 
mittee will stand in recess for about 5 to 10 ixiinutes. Thank you. 

PKecess.] 

Mr. Smith. The committee will continue its hearing. Dr. 
Mattison, I believe you would be next. Please proceed. 

Dr. Mattison. Thank you. 

STATEMENT OF DONALD MATTISON 

Dr. Mattison. Mr. Chairman, members of the committee, my 
name is Don Mattison. I am Dean of the Graduate School of Public 
Health at the University of Pittsburi^ and Chair of the Institute 
of Medicine’s Board on Health Promotion and Disease Prevention. 

I am accompanied today by Dr. Dan Blazer, who is Dean of Medi- 
cal Education at Duke and wairs the lOM Committee on the Eval- 
uation of the Comprehensive Clinical Evaluation Program for Per- 
sian Gulf Veterans. 

We appredate the opportunity to provide testimony to you re- 
garding a new lOM study. This study wUl evaluate me available 
scientific evidence and medical literature regarding an association 
between exposxues during the Gulf War and potential health ef- 
fects as experienced by Persian Gulf veterfuis. 

As requested, I will also briefly review the finding B of tiie recent 
lOM report which examined the adequacy of the Department of De- 
fense’s Comprehensive Clinical Evaluation Program and how tiiose 
findings relate to similar programs administmed by the Depart- 
ment of Veterans Affairs. 

Dr. Ken Shine, the President of the lOM, regrets tiiat he is un- 
able to attend tlds hearing. However, he will make available him- 
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self^ membeoTB of the Institate, and staff to provide information and 
tesl^ony to the committee as necessary. 

The Department of Veterans Affoirs has recraested that the lOM 
conduct a comprehensive review of the available scientific and med- 
ical literature r^arding the association between e3q>osures during 
the Persian Gulf War and adverse health effects esperienced by 
Persian Gulf veterans. 

This study will be conducted by a committee of experts drawn 
fixun a broad range of public healfii, scientific, and medical fields. 
Based on its review and findings, the committee will also make rec- 
ommendations for additional scientific studies to resolve areas of 
continued imcertainty related to health consequences. 

The lOM plans to conduct the study in thr^ phases. Duri^ the 
first phase, the committee will develop criteria by which specim ex- 
posures and adverse health outcomes are to be chosen for study. 

The committee will review different types of research finding w 
fix)m the scientific and medical literature; for example, data firom 
animal studies, occupational exposures, and epidemiologic studies. 
They will conduct a review of the literature regarding prototypic 
exposures in order to develop methods for analysis and synthesis 
of findings. Scientific evidence concerning association of exposures 
and health effects will also be examined. 

The committee will consider the strength of the scientific evi- 
dence and the appropriateness of those methods used to identify 
the association; the exposure levels of the study populations in 
comparison to Gulf War exposures; and whether there exists a 
plausible biological medianism for a causal relationship between 
the exposure and the manifestation of the health effect. 

During the second phtue of the stud^the remaining exposures 
will be subject to review and analysis. The final phase, to he con- 
ducted intermittently, will update Ihe literature reviews and Ihe 
associations that have been identified between exposures and ad- 
verse health outcomes. It is assumed that the lOM will begin this 
prcgect this spring and complete the first phase by the Spring of 
the year 2000. 

I would like to focus now on the findings of the recently released 
lOM report evaluating the adequacy of file Comprehensive Clinical 
Evaluation Program administered by the Department of Defense 
and how the report findings relate to similar programs adminis- 
tered by the Department of Veterans Affairs. 1 have appended a 
complete set of recommendations of the committee to my testimony 
but would like to summarize some of file findings for you. 

The charge to this lOM committee was to examine the ad^uacy 
of the Comprehensive Clinical Evaluation Program diagnostic pro- 
tocol as it relates to ill-defined and difficult-to-define conditions, 
and to stress and psychiatric disorders. 

The committee chose based upon an examination of the condi- 
tions describod as difficult-to-diagnose or ill-defined to refer to this 
spectrum of illness as medically unexplained symptom syndromes. 
Medically unexplained symptom ^mdromes are often associated 
with depression and anxiety. Yet, t^ does not imply that the syn- 
dromes are psychiatric disorders. 

In addition, stress is a mqjor issue in the lives of patients with 
this spectrum of illness and is a component of file patient’s condi- 
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tion tiiat cannot be ignored. With medica^ unexplained symptom 
syndromes, the potential for stress proliferation is mat amo^ 
bo& the persons deployed to the Persian Gulf and the family 
members. 

Researdi has shown that stressors have been associated with 
mtyor d^ression, substance abuse, and various physical health 
problems. Those deployed to the Gulf were exposed to a vast array 
of different stressors that carry with ffiem their own potential 
health consequences. 

It was the conclusion of that committee that ‘in cases where a 
diagnosis cannot be identified, treatment should be targeted to spe- 
cific 83unptom8 or syndromes.” 

The committee also recommended that “providers acknowledge 
stressors as a legitimate but not necessarily the sole cause of phys- 
ical sjnnptoms and conditions” and that providers should be edu- 
cated to the fact that “conditions related to stress are not nec- 
essarily psychiatric conditions.” 

There is another committee of the Institute of Medicine that is 
currents completing its evaluation of the Department of Veterans 
Affairs Persian Gvilf regist^ and uniform case assessment protocol 
for Persian Gvilf veterans. Dr. Blazer is a member of that commit- 
tee, whose charge is mu<dx broader than that of the CCEP commit- 
tee because it includes an examination of the adequacy of: the pro- 
tocol, its implementation and administration, outreach efforts to in- 
form veterans of available services, and education of providers. The 
final report is due to be released later this year. We would be 
pleased to share copies of the report with you as soon as available. 

Thank you for this opportunity to address you and the committee 
members. Dr. Blazer and I woifid be pleased to answer any ques- 
tions that you might have. 

[The prepared statement of Dr. Mattison, with attachment, ap- 
pears on p. 83 .] 

Mr. Smith. Dr. Mattison, thank you very much for your testi- 
mony. 

Dr. Caplan, I’d like to ask you: In its report last October, the 
PAG recommended development of permanent legislation to, quote, 
“address the pervasive perception of government neglect in han- 
dling Gulf War veterans’ illnesses.” Is this proposal intended to 
help regain trust or is it a remedy, a gap, to provide a remedy for 
a gap, in legal authority as of right now? 

Mr. Caplan. A little bit of the latter, a lot more of the former. 
Trust is a m^or issue in this area. And as you talk to veterans and 
listen to their complaints about lack of inattention fix>m the DOD, 
failure to follow up on their symptoms, finding obstacles in their 

E ath about how best to find resovurces within the VA and other 
ealth care ssrstems, I think there’s a legacy of distrust here. And 
I believe that it really is going to take an independent aufiiority 
with legal standing with veteran participation to oversight these 
investigations and keep tabs on what’s going on. 

The PAG that I served on no longer exists. And it is very impor- 
tant that something else be put in place with appropriate authority 
and representation to command that trust. 

Mr. Smith. Dr. Blazer, did you want to comment on that? 



13 


Dr. Blazer. Yes. I have no comment specifically but would be 
haimy to answer any questions. 

Mr, Smith. Okay. Doctor, your committee offered sugpestionB for 
treating Persian Gulf vetCTans’ symptoms, such as latigue and 
pain, even if their illnesses cannot be dia^osed. Does it matter 
that the treating physician doesn't know whether the symptoms 
are related to st^s versus some other cause? 

Dr. Blazer. I think that the important issue is to recognize that 
stress and other causes can coexist. Stressors may relate to events 
that occur external to the individual. 

For example, in the Persian Gulf, we heard testimony that indi- 
viduals were exposed to hvmdreds of dead bodies, certainly an expe- 
rience that would have been ve^ stressful to them. At the same 
time, stress can arise firom havin|; a symptom that cannot be ex- 
plained whmi one goes to a physician. So it may arise from that 
perspective as well. 

1 ttiink the point we wish to make in our evaluation of the CCEP 
was that stress should not be ignored as part of the symptom com- 
plex going on. We do not suggest — ^it was mentioned earlier — ^that 
stress is the cause of every and all symptoms that we see. 

Mr. Smith. Dr. Caplan? 

Mr. Caplan. Mr. Chair, just to follow up on that, I think one 
tendency in these discussions is to assume that if we eliminate cer- 
tain causes and stress is put on the table, then everything in the 
way of illness is going to wind up in the stress bin. And that is 
falro. 

Stress is just being suggested as something that needs to be 
given consideration, but I chink there is far more unknown about 
causes than there is known. And some of my skepticism about the 
complexity of what took place with respect to the health of the vet- 
erans is due to the fact that I’m not sure we're going to be able 
to tease all of that apart. 

Mr. Smith. Let me ask one final question. 

In its testimony. Dr. Blazer, the GAO faulted the VA and the De- 
partment of Defense for failing to monitor Persian Gulf veterans’ 
clinical progress after their initial examinations. Yet, the VA ques- 
tions the feasibility of a monitoring effort in the absence of a well- 
defined illness. Can you comment on that? 

Dr. Blazer. I think there can be monitoring, and I think that 
monitorii^ can occur in a number of wa3n9. One way that monitor- 
ing certainly could be improved would be to have good, solid, com- 
plete records firom the individuals who were evaluated by the Vet- 
erans Administration. And this follows fi'om a recommendation 
that we made regarding the CCEP. 

A second would be to have a standardization of the way different 
symptoms are evaluated and whether they're recorded as beiim 
present or absent. Reliability across facilities without clear stand- 
ards can be very poor. And improving reliability throt^ training 
of ph^idans could ^o a long way towaitl improved monitoring. 

I mink also pnmding clear referral for follow-up would be an- 
other way that monitoring could take place. 

Mr. Smith. Thank 3n>u, Dr. Blazer. 

Mr. Kennedy. 

Mr. Kennedy. Thank you. Thank you veiy much, Mr. Chairman. 
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First of all, I did want to just acknowled^ yoiv leadership on 
this issue, Mr. Smith. I appreciate you chainng this hearing today 
and the fact that we are following up on this Committee in a way 
that I think is appropriate given me lack of interest that took place 
for sudi a loi^ pmod of time. 

I want to jurt come bade to the sort of general issue here that 
I spoke about in my opening statement. I think that because of the 
history of whaf s occiurred, we’re now in a situation where sort of 
almost every member of Congress and every diflerent organizatiem 
in government has got some particular interest that they have 
develo^d and to a point where, as I mentioned, I couldn’t believe 
we spent |M9 million on these studies. We have 103 cf them, 103 
studies going on right now. 

I call^ the GAO and just asked them if they could — I looked at 
just the list of studies that have been requested. Th^ cover every- 
thing imder the sun. 

So at a certain point, I b^an to get the impression from the vet- 
erans themselves that we can study this thing to death, but at a 
certedn point, what they really need is treatment for their illnesses 
and that there is a sense I mink at the moment that the veterans 
themselves, while they’re getting treatment at the VA, they’re not 
getting fixed. They’re not getting better. 

I’m sure that the Chairman and I would love to get together with 
you either at an appropriate time or whenever the Cnairman de- 
ddes that he’d like to ask you to come up, but 

Mr. Quinn (presiding). Mr. Kenne<fy? 

Mr. Kennedy. Yes? 

Mr. Quinn. You may continue. 

Mr. i^NNEDY. Oh, I thought you were yelling at me. (Laughter.) 

Mr. Quinn. I have a hammer if I need to deal with you. 

Mr. IWNNEDY. I’ve got some nails. 

Aiwway, what I want to come back to, thou^, is whether or not 
you ^1 right now that you have the necessary tools and informa- 
tion to be able to treat the illnesses that the veterans have. 

Dr. Blazer. I don’t think that question could be answered “Yes” 
or “No.” What I think we can say is that there are a number of 
S 3 miptoms that we do see. These may not fall into a clear, neat dis- 
ease category, but these symptoms certainly can be treated. They’re 
well-known to be treated. 

There are many symptoms in medicine that are treated when we 
actually do not Imow me diagnosis or the cause of that particular 
symptom. Chronic pain is a certain example of that. 

Mr. Kennedy. But is there follow-up doc — I mean, the fact is 
that we’re getting also information that the veterans come in. they 
get seen. They get sent back out. 

They get some sort of treatment, but l^ere isn’t a sort of sus- 
tained land of repstiy and follow-up so that people actually have — 
and, you know, I just ran into General Blanck the other day. 

He said: Oh, vou should see. We’ve got this tremendous health 
Care initiative that’s set up over at NIH, where you can come in 
and we treat you for fiiee and everything is terrific. 

And I said: Well, how many veterans actually take part? And I 
think he said like 109 or something. I mean, it was like compared 
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to the sheer number of people that jnm have with these ailments, 
it's a minuscule amount. 

So what Fm driving at here is that there seems to be kind of a 
disconnect between t£e studies that we’re asking for, on the one 
hand, but the treatment and whether or not the treatment is actu- 
ally providing the kind of help and assistance that a bundi of side 
veterans are actually facing. 

Dr. Blazer. I think that’s a second question. First off, I think the 
question you asked initiaUy was: Can these symptoms and some of 
&e symptom complexes be treated? The answer to that is yes. 

The second que^on, which I think is behind your first question, 
is: ^re they being treated adequately right now? I think that is not 
well-known, and I think that’s exactly one of the things that an- 
other Institute of Medicine task force will be looking into. It does 
need to be looked at. 

Mr. Kennedy. You know, it’s pathetic that all we do is we study 
the studies, for crying out loud. I mean, come on, guys. 

Yes, Doc? 

Mr. Quinn. Dr. Caplan? 

Mr. Caplan. Let me just say that one area where I think the vet- 
erans have complaints that this Committee and Congress could 
really do a better job on is not so much treatment but disability- 

Time and time again when our Presidential Advisory Committ^ 
met, we heard people saying that when they sought lability and 
componsation for i^ they encountered roadblocks. 

And I will simply say based on what I listened to when I heard 
that the presumption, ^e benefit of the doubt ought to be going to 
the veteran. And I do not think that is taking place with respert 
to claims for disability. I think that’s an area where movement is 
possible. 

Mr. Kennedy. Isn’t it pomible given the three of your sort of pre- 
eminent positions on this issue for the three of you to get together 
and to just give a very direct series of recommendations to this 
Committee on exactly what steps need to be taken? 

You don’t need to add. You don’t need more studies here, gang. 
You just don’t. What you diould do is tell us to stop with the stud- 
ies. You should say, ‘lasten, 103 studies. We’re going to spend” — 
I don’t know how many. If we spent 50 milli on bucks already, we’re 
going to spend another 50 million on the remaining studies. 

We ou|^t to say, “Look, here are the two or three things we real- 
ly need to study. Here’s what we need in order to follow up on 
making certain the veterans are getting appropriate health care. 
And here is what we need to be making sure lliat they’re getting 
ap^piiate disability payments.” I mean, it’s not that complicated. 

Dr. Mattison. That I think is the scope of the study t^t I re- 
ferred to in my discussion, whidi was to look specifically at expo- 
sures. This is an 

Mr. Kennedy. When is your study due? 

Dr. Mattison. The study would look at exposure 

Mr. Kennedy. When is your study due? 

Dr. Mattison. When is the study due? The first phase of the 
study would be due in the Spring of 2000. 
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Mr. Kennedy. It’s just pathetic, you know? It’s ridiculous. Don’t 
you hear what you’re saying? What do you think these guys are 
going to do behind you? 

Mr. Caplan. m take a whadc at that and say I think I can boil 
it down to at least three simple iiytmctions. One is let’s make siure 
that veterans get the benefit of the doubt with respect to disability 
claims. 

Secondly, we do need to make sure that we have the kind of 
monitoriim and health surveillance that we don’t for these veterans 
because. Congressman, we may not have heard the last of the 
health complaints. We haven’t heard about long-term efiects. And 
we need that infirastructure set in. 

And, third, as I tried to surest when I was giving my testimony, 
it is very important that we rmve the health uwas^cture for pre- 
deployment, physicals for troops, to take health assessments, to 
monitor whars going on, and to have the appropriate chemical and 
biological weapons detectors be in place. If we deploy tomorrow, 
right now, we may be sitting here 2 years firom now having this 
discussion. 

Mr. Quinn. Yes. Thank you. Dr. Caplan, Dr. Mattison, and Dr. 
Blazer. Unfortunately, we’re going to have to break for a vote now. 

Mr. Filner. Are we going to keep them here? 

Mr. Quinn. They’re going to stay, but we have 10 minutes to get 
to a vote. 

Mr. Filner. I have one question when we come back. 

Mr. Quinn. Absolutely. We’U recess and be back in about 15 to 
20 minutes. 

[Recess.] 

Dr. Cooksey (presiding). If everyone will be seated, we’ll get 
started. Mr. Filner, did you have a question? 

Mr. Filner. Yes, Mr. Chairman. Thank you very much. Til try 
to be brief. 

We apologize for this delay. I think that was the last vote. So 
we’ll try to have some degree of efficiency here. 

I thi^ all of us and probably you all, too, share the fimstration 
that was voiced earlier by Mr. Itennedy. When we see first studies 
of first phases of studies to be in the year 2000, when we have peo- 
ple who are now very sick, some very, very sick, — ^I have literally 
hundreds of constituents in San Diego who have some degree of ill- 
ness firom this, maybe thousands — and when we know, as I think, 
we are already inoculating oxu* troops for possible deployment in 
the Gulf again, to say that studies m^t be available in 2000 does 
not help any of the current situation. 

It seems to me that if I were in charge either of the Legislative 
or the Executive Branch, I would be looking at this with a lot more 
emotion and intensity and money and energy, what Dr. Caplan, 
your committee’s report called bold action. 

Mr. Kennedy was impressed with the amount of money budgeted. 
I’m very imimpressed. I don’t think we have anywhere near the re- 
sources needed, given the problem and given the speed at which we 
have to do this. 

I’m sure you would like to do your study faster. If you had more 
resources, you would do that. So, rather than getting frustrated at 
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you, it’s our job to give you the resources that you need to complete 
your task quickly. 

I have seen evidence — and I don’t know if you’re the people to 
ask or ma^i>e a later panel— whmre at least some percentage of the 
cases could have been caused by the inoculations that we rave or 
tested. And here we are giving other inoculations. I mean, if I were 
in the armed forces, I would be scared to death to have my govern- 
ment inoculate me with anythi^, believe me. 

We don’t know what caused it. We don’t know what we’re doing. 
And we’re proceeding again. Is that a fair fear that we ou^t to 
have, given whaf s raing on? 

Mr. Caplan. WeU, unlike my colleagues on this panel. I’m not 
here to do further studies or request mon^ for further studies. Fm 
kind of here from the look-see t^t this Prraidential Advisory Com- 
mittee took. 

But I will say this. Congressman Filner, with respect to the vac- 
cination issue, you don’t need a study to understand that where we 
let down the timps who were over there before is not telling them 
that thev were getting something new or untested and then not fol- 
lowing them to see whether they became sick once they came back. 

Mr. Filner. Has that admission been in any pubuc doctiment 
from DOD or DVA? 

Mr. Caplan. It’s in our report. 

Mr. Filner. Your report, out has the Government of the United 
States ever said that? 

Mr. Caplan. Sluggishly and grudgingly is the way I 

Mr. Filner. I mean, that would be an important statement to 
make 

Mr. Caplan. And I think 

Mr. Filner (continui^). And deal with it if tibafs the case. 

Mr. Caplan. I think irs important that we imderstand that were 
we to use new agents, invei^gational agents tomorrow morning 
through vaccination or for anti-^emical or anti-biological warfare. 
I’m not convinced that we’re not facing Ihe exact same lade of in- 
frastructure to tell them and monitor them. 

As one veteran of the Gulf told me— he said: Look, informed con- 
sent isn’t the issue. If you tell me someone is going to shoot a big 
canister of poison gas at my head and you mi^t nave something 
that could help me fend it off, m mve you my informed consent, 
and you can give me the vaccine. It’s not a bw issue. But to follow 
me and study me and make sure that then f didn’t get sick as a 
result of that, that’s what we 

Mr. Filner. But isn’t it true that we do not have even the most 


basic vaccination records? I mean, were they not kept? Are they 
kept classified? 

Mr. Caplan. Thqy were kept sloppilv. 

Mr. Filner. Do we have them but they have not been made pub- 
lic? 


Mr. Caplan. No. I don’t think they’re kept in good order. They 
were not kept in good order. 

Mr. Filner. I mean, that’s a pretty damning thing, and I would 


’. Caplan. What I would say is thia 
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Mr. Filnbr (continuing). Ilutt we are doing it different this time 
around. 

Mr. Caplan. We draloyed 

Mr. Filner. I see Dr. Rostker shaking his head yes. That scares 
me to death that we didn’t keep these lands of records and are not 
even admitting it, as far as I can tell. 

the way, did your committee look at the es^riences of othor 
nations in this regard? Because this was a multilateral effort. Are 
other countries eiqieriencing the same thing? 

Mr. Caplan. There certainly are other countries who have h«H 
veterans who re^rt Gulf War illness. Specifically what you’re a^- 
in^ about, recordkeeping and disclosure and follow-up and so on, I 
think our deployment and our presence was of a dimension that 
just isn’t compai^le. 

Mr. Filner. Is it true — have heard this, and ITl ask this. The 
French had about 25,000 troops in there. I am told that there is 
not one case of the illnesses reported among the French who were 
there. Is that true or not? Has anybody heard that? 

Dr. Blazer. Fve not heard. 

hfir. Caplan. I've heard that, but I also did have occasion to talk 
with a few veterans from France who served in the Gulf. And they 
told me that the system for reporting, the way information is col- 
lected is not the same. 

Plus, many of those who went in the French forces are still on 
active service. And it’s a bit more difficult to report these kinds of 
symptoms when you’re still active, as opposed to when you’re out. 

Mr. Filner. I’m sorry to say that that may be the case here, too. 

The reason I asked is that I understand they had a protocol 
treatment before their troops were deployed, which is, in fact, not 
allowed among our own troops. And if that is the case — and, again, 
1 would like to find out, and I’m warning the other panelists Fm 

C to ask this if the fVench had a protocol that prevented the 
s and we are not allovr^ the use of that same protocol, that 
would seem to me rather a disservice to our troops. 

Dr. Cooksey. Mr. Snyder, any questions? 

Dr. Snyder. No. 

Dr. Cooksey. Dr. Caplan, Dr. Snyder and I are both plysidans. 
Let me ask you. You have a Ph.D.? In what? 

Mr. Caplan. Ir^hilosophy, bioethics. 

Dr. Cooksey. Pmlosophy. Okay. 

Let me ask you a couple of questions. The GAO report, of course, 
caused a little controversy and seemed to contradict tiiat report 
firom previous exports that I assumed were trained in the scientific 
method, including the PAC, the Presidents Commission, and stated 
that “A substantial body of research suggests that low-level eiqx)- 
sure to chemical warfare agents or chemically related compoimds 
is associated with delayed or long-term health effects.” Whats your 
assessment of that statement and tiie strength of the tmderlying 
scientific evidence? 

Mr. Caplan. I would take issue with that statement, and I think 
it’s not on a question of medical or scientific Imowledge. It is actu- 
ally on a question of logic and evidence. 

vlTiat I think the GAO did was to say that you can’t rule out 
chemical causes, chemical wetqrans causes, for these symptoms, as 
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we tried to do in our report, saying that whatever was going on, 
all of the illnesses and all of the people who had them cc^dnt be 
e3q>lained by low-level diemical weapons ezposiue. And l^ey said: 
Well, you can’t be sure of that. 

My response would be to say the evidence thaf s available, what 
is known a^ut the pattern of disease does not support that as the 
sins^e cause of all the different illness complaints that veterans 
have. And I think the GAO, while wanting to keep the door open, 
if you will, is not consistent with what the evidence says about a 
sinrie cause, chemical or otherwise, for all of these illnesses. 

FIU4ER. Would you yield for one second. Doctor? 

Dr. Cooksey. Sure. 

Mr. Filner. But why? I mean, Fm sorry to point out a logical 
flaw in a philosophy professor, but I have a Ph.D., too. So I guess 
I can do it. 

I don’t understand why you kept saying a sin^e cause. Why 
should that be the assumption? 

Mr. Caplan. It isn’t. I oidn’t mean to 

Mr. Filner. If we were looking for a single cause and find no evi- 
dence of a “single” cause we should not conclude there are not mul- 
tiple causes. 

Mr. Caplan. I would prefer to call that an extension of what I 
said, ratoer than a contradiction. Yes, vou are absolutely right. In 
fact, what the GAO was hinting toward was a single cause type of 
approach. 

What we were trying to say again and again in this report is that 
low-level chemicals may have played a role in combinations of that, 
may have played a role in genetic differences. Plus, that majr have 
played a role. But to simply say, “Well, you can’t rule out this sin- 
gle agent as causing eveiyuiing,” even with the evidence, does not 
square with the evidence. 

mr. Filner. Okay. Fm sorry. Doctor. 

Dr. Cooksey. Good point. 

The GAO report seemed to reply heavily on the work of Dr. Rob- 
ert Haley. And Dr. Haley indicated that his studies suggested that 
there were some subtle nevirological findings that he attributed 
possibly to chemicals and chemical exposures. Did you and vour 
colleagues review his report, number one? What is Dr. Haley’s 
background? 

Mr. Caplan. Physician, very expert researcher. I believe he was 
at Texas. 

Dr. Cooksey. One of the medical schools? 

Mr. Caplan. Yes. 


Dr. Cooksey. Okay. Thank you. 

Mr. Caplan. And the article did appear in the Journal of toe 
American Medical Associatian. So it was subjected to peer review 
and so forth. We looked at it. 

If asked me personally, my impression of what my fellow 
paneusts and I toou^t about his work was that it was very inter- 
esting, ve^ important, should be credible but jvist an early report 
of sometoing that needed more investigation. 

Dr. Blazer. I mii^t be able to add sometoing regarding toe de- 
liberations of our committee on the CCEP. In fart, I&. Haley’s find- 
ings actual^ were published just days before our first report was 



20 

released. But we did go bade subsequently and look very carefoUy 
at this report. 

One thing in reviewing the large literature that was evident to 
us is that mere is very, very little data at the present time regard- 
ing the long-term effects of low-level exposure to toxins. That data 
is not ffiere. 

Dr. Haley’s study may ave us a beginning j^ece of that puzzle, 
but it’s a puzzle that’s Cu' from complete. That study certainly 
should be replicated. 

One person on our committee actually found a number of meth- 
odological flaws in ffie study. I think it was a good study. I think 
there are flaws. And I thi^ you cannot jump to conclusions re- 
garding that study, hut I think it does reflect how little we know 
about long-term effects fit>m some of these toxins that people may 
been exposed to in the Gvdf War. 

Dr. Cooksey. Mr. Gutierrez. 

Mr. Gutierrez. Thank you, Mr. Chairman. 

Dr. Caplan, I’d like to read you a recommendation from Page 23 
of the PAC spedal report and ask you to comment. It says, quote, 
"The Committee envisions legislation that directs VA to contract 
with an organization with the appropriate sdentific eiqpertise for a 
periodic review for benefits and future research purposes of the 
availahle scientific evidence regarding associations between ill- 
nesses and Gulf War service. The object of such an analysis would 
be to determine statistical association between service in the Gulf, 
morbidity and mortality, while abo considering whether a plausible 
biological mechanism exists, whether research results are capable 
of repUcation and of clinical significance, and whether the data 
withstand peer review.” Based on the external evaluation, the Sec- 
retaiy of Veterans Affairs would make a presumption of Service 
connection for positive associations or published reasons for not 
doing so. 

I mink that it’s extremely important for the committee to make 
sure that we understand both the intent and the rationale for this 
recommendation. Does this recommendation mean that the PAC 
believes that symptoms that have a greater prevalence in the vet- 
erans’ population deployed in the Gulf than in the non-deployed 
veteran population can provide a scientific basis for Service connec- 
tion? And ff not, please explain to us. 

Mr. Caplan. I think it does. And I think that what we were 
ing to indicate there in my view was to try and lower the barriers 
that people have to claiming disability, what I was talking about 
in some earlier comments of mine. Amd I Ihink it may be up to 
Con^ss to work with these agmides to create a program that 
theyre satisfied does, in fact, lower Ihose barriers. 

But it is what we were saying. In the face of imcertainl^, give 
the veteran the benefit of the doubt. In the face of uncertamfy, it 
is the veteran who I think should in the end be the object of our 
empathy and compassion and that that recommendation is spedfi- 
ckUy targeted ri^t to that goal. 

I think even the message that those manning the gates, doctors 
doing the disability benefits, yield in the face of, other things being 
equm, to the presumption of the veteran is still not a message that 
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has percolated from tfaetse diambers out tibroof^ the medical 
qnBtem. 

Mr. GunERRBZ. Do you know if the Secretary of Vetmans AfGEurs 
or Department of Vetmana Affoirs say th^yYe going to publish such 
a rmtort or a recommendatiaii in response to this report? 

Imr. Caflan. I believe there was a contract 

Efr. Mattison. Can I comment on that? 

Mr. GunERRBZ. Sure. 

Dr. Mattison. The study that I described as the proposed study 
that would be followed by the Institute of Medicine is, I think, a 
direct reflection of the Department of Veterans Affoirs’ response to 
this particular recommendation. 

So I bdieve at least one comptment, the periodic review and the 
establishment of firm, credible scientific linkage between exposures 
and disease, will be roedfically explored in that study. So at least 
tibat (me compcment of that recommendation has been followed. 

Mr. Gutierrez. So maybe what we should be doing as a Commit- 
tee is making sure when the Veterans Affairs Department comes, 
make sure that tha|. presumption is being given now as we con- 
tinue testing because we’re going to test ourselves to death here — 
well, actualfy, the veterans to deafli here, quite figuratively speak- 
ing and Utei^y speaking, if we dcm’t st^ giving them some pre- 
sumpti(m of the iUness because it always seems to me that it’s such 
a contradicticm. 

So Fm happy to hear Dr. Caplan’s words and members of the 
committee, those members of the panel testify because, if my mem- 
ory serves me correctly, we had the President of the Uniteii States 
of America, President Bush, and every member of Congress and 
senator talking about the brave, the intelligent, and the worthy 
men and women of this Nation, (rar best ana our finest that were 
going off to fi^t and drfend our Nation. And then they came back. 

I was sitting here. I was elected in 1992. So I came here. And 
one of my first hearii^ was the people firom actually the Depart- 
ment of Defense coming here and saying: Well, we think there’s 
some malingering going on here and some people looking for pen- 
sions. Those were certainly the allegations that were made, and 
thatis the only condusicm you could arrive at. They said: Well, you 
know, these guys are making up some strange stuff here, toese 
men and women. 

So I just want to make sure that we record for history that this 
just never happens again, that they are the finest, they are carry- 
ing out their duty, they are brave, th^ are everything we say they 
are, during war and after war, when they come back here. 

You can’t go to a bvmch of parades all over the coimtiy, take 
photo (q>8, put them in your campaign literature, and then sit here 
in this Congress and say, ’Well, you know. I’m sorry, but there 
mi^t have been a malin^rer in that parade with me that I was 
celebrating that day.” 

So I’m really happy and excited to hear your emlanation to this 
answer. Dr. Caplan, because I think weVe come a long way. Unfor- 
tunately, it has taken us 5 years to get here. And I think we have 
to make sure that we have that presumption. I think all veterans 
should have that presumption. 
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It’s kind of like saying— you know what it reminds me of, Mrs. 
Chenoweth? It reminds me of that— you ever buy something and 
then you call up an 800 niimber and mey said everythiiw was cov- 
ered but that? rm stne everybody in this audience has. Everything 
was covered but that. 

That’s the way I would feel if I were a veteran. Everything was 
covered but this. You know, everything is covered is everythmg is 
covered. We should keep our bond to our word. 

Thank you very much. 

Mrs. Chenoweth (presiding). I thank the gmitleman from Illi- 
nois. 

Does the gentleman from California have anything to add? 

Mr. Filner. Just briefly. By the wav, I would take your analogy, 
Mr. Gutierrez, and say me 800 number generally doesn’t answer 
and that is the real fiiistration. (Laughter.) 

Mr. Kennedy before you were here. Madam Chair, voiced a lot 
of frustration and was asking for some more direct help. 

We’re all in professions, whether we’re professors or doctors or 
bureaucrats or Congress people, in which we talk in a certain lan- 
guage and a certain format. And the format of these hearings adds 
to that. We talk in an understated, subdued w^. 

I want some emotion. I want you to tell us, ‘T don’t have enough 
money. I’m angiy. I’m fiustrated. I’m saddened.” 

When I see me people in my district who are sick, I’m angry, but 
I’m trying to ^et them help. And I’m getting frustrated. I want 
some emotion m all of this, as opposed to these bureaucratic kinds 
of things that we’re all involved m. 

I see Dr. Rostker sitting in the front row just waiting to get here. 
I think part of the reason he was chosen for this job is he brings 
some of that emotion. Unfortunately, I think he’s using his great 
skills still to cover up what the realiiy is. 

But we need some of that emotion in this and not just bland 
statements, Tn the year 2000, we’re going to do the first phase.” 
I mean, we’ve got real people here who are dying. We’re sending 
them off to war again, and we don’t know what the heU happened 

I want some action, and I think that’s what we all have to talk 
about and I'et the kind of intensity here that lay behind the Man- 
hattan Project and that kind of commitment of a Nation toward 
saving these young men and women. 

Thank you. 

Mrs. Chenoweth. I thank you, Mr. Filner. Very well-stated. 

I want to thank this panel very much for their valuable time and 
information. And, again, you know that you can supplement 
record for a short period of time. And I want to thank you on behalf 
of the committee for your excellent participation. 

Mrs. Chenoweth. And the Chair will recognize the second panel 
now. The second panel consists of: Dr. Kenneth W. Kizer, M.D., the 
VA’s Under Secretary for Health; Dr. Bernard Rostker, Special As- 
sistant to the Deputy Secretary of Defense for Gulf War lUnesses, 
who is accompamed by Mr. Gary Christopherson, Acting Principal 
Deputy Assistant Secretary for Health Affairs at Department of 
Dmense; and Dr. Donna Heivilin, Director of Planning and Report- 
ing of the National Seciu^ty and International Affairs Division at 
the U.S. General Accounting Office, who is accompanied by Dr. 
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Kwai Chan, Director of Special Studies and Evaluation of the Na- 
tional Security and International Affairs Division at GAO. 

Welcome to all of you. And I know that you are experienced in 
offering your testimony and that you know for the rec^ vour tes- 
timony would be given in 5 minutes. And then you will be asked 
a series of ^estions bv the committee. 

The Chau* would Ime to recognize Dr. Kizer first for his testi- 
mony. 

Dr. Kizer. Thank you. Madam Chairman. 

STATEMENTS OF KENNETH W. KIZER, MJ>., UNDER 

SECRETARY FOR HEALTH, DEPARTBIENT OF VETERANS AF- 
FAIRS, ACCOMPANIED BY: FRANCES MURPHY, MJ>., MPA, 
DIRECTOR, ENVIRONMENTAL AGENTS SERVICE, CHIEF CON- 
SULTANT, OCCUPATIONAL AND ENVIRONMENTAL HEALTH 
JOHN F. FEUSSNER, MJ)., CHIEF RESEARCH OFFICER, DE- 
PARTMENT OF VETERANS AFFAIRI^ BERNARD ROSTKER, 
PhJ)., SPECIAL ASSISTANT TO THE DEPUTY SECRETARY OF 
defense for gulf war illnesses, department of DE- 
FENSE; GARY CHRISTOPHERSON, ACTING PRINCIPAL DEP- 
UTY ASSISTANT SECRETARY FOR HEALTH AFFAIRS, DE- 
PARTMENT OF DEFENSE; DONNA HEIVIUN, PhJ)., DIRECTOR 
OF PLANNING AND REPORTING, NATIONAL SECURITY AND 
INTERNATIONAL AFFAIRS DIVISION, UJ3. GENERAL AC- 
COUNTING OFFICE, ACCOMPANIED BY KWAI CHAN, DIREC- 
TOR, SPECIAL STUDIES AND EVALUATION, NATIONAL SECU- 
RITY AND INTERNATIONAL AFFAIRS DIVISION, U.a GEN- 
ERAL ACCOUNTING OFFICE 

STATEMENT OF KENNETH KIZER 

Dr. Kizer. Let me introduce to :rau, for the record, the two other 
individuala who accompany me today: Dr. Jack Feussner, the Chief 
of Research and Development for the Veterans Health Administra- 
tion; and Dr. Fran Murphy, who is in charge of the Occupational 
and Environmental Strategic Health Care Group. 

Mrs. Chenoweth. Welcome, Doctors. 

Dr. Kizer. I thank you for this cmportunity to continue our dis- 
cussion of the health problems of Gulf War veterans. I have pre- 
viously provided the committee a formal statement. That statement 
provides a much more complete review of VHA’s efforts to provide 
health services to Gulf War veterans and our research efforts to 
finds answers to the ver^ complex medical and scientific questions 
related to Gulf War service than thia brief opening statement, some 
of those difficult questions were toudied upon by me last panel. 

Before mention^ a few specific things, I think it is useful to 
note the context in which VA’s response to the problems experi- 
enced by Gulf War veterans has devmoped. 

No two wars in American history have been alike. The geography 
where the conflicts have occurred, the military tactics and weapons 
used; the ambient political, soci^, and cultural climate in v^ch 
they occurred; the prevailing health technology at the time; and 
many other factors have been significantly different for each war 
in our history. Just as tiie Vietnam War differed fi’om World War 
n, which was different fi'om World War I, the environment of the 
Gulf War was unique. And, while it may be pointing out the obvi- 
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ous, I think it is often overlooked that much of what we are dealing 
with in Gulf War veterans is a medical firontier. 

There is no model or standard formula about how to best respond 
to post-war health effects in general or Gulf War effects in pa^^cu- 
lar. There simply is no textbook or standard reference that can 
go to to find out what the best practices are to deal with the 
problem. 

Indeed, when you consider the various environmental, tedmo- 
lomcal, psychological, and other factors that collectively impact the 
soldiers who have fou^t the wars, and the state of the medical 
science at that time, it should be obvious that when you combine 
these factors this with the countless ways in which the human 
body can respond to those various stimuli, I think it should be dear 
how complex it is to determine cause and effect and the most effec- 
tive medical interventions. 

Because of these things, fi*om the beginning of its response to 
Gulf War veteran problems, VA has sought broad sdentafic and 
other input to help inform us about the best course of action. As 
we have gained knowledge and information, we have continued to 
consult the best sdentists available to help focus our efforts. Var- 
ious ^oups, including the GAO; the congressional committees, sudi 
as tms; the Presidential Advisory Committee; veterans themselves; 
and focus groups and other forums have reviewed our strategy and 
course of action. Those groups have provided their opinions and ad- 
vice, and we have welcomed their opinions. We have tried to incor- 
porate many changes in what we do, both m our health care pro- 
grams and our research strategy based on that input. 

Now, let me review a few things. And I am cognizant of the 
clock, so I am going to abbreviate much of what I was going to say. 

Regarding VA’s health pronams, to date, almost 65,000 Gulf 
War veterans have completed registry examinations. More than 

2.500.000 million ambulatory care visits have been provided to over 

220.000 Gulf War veterans. More than 22,000 Gulf War veterans 
have been hospitalized at VA medical facilities for service-con- 
nected and non-service connected conditions. And more than 83,000 
of these veterans have been counseled at our vet centers. 

As we have discussed before at other forums sudi as this. Gulf 
War veterans participating in the Re^try examination program 
have commonly reported tihat they suffer firom a diverse array of 
symptoms, including fati^e and skin rash, muscle and joint pains, 
headache, memory problems, shortness of breath, sle^ disturb- 
ances, diarrhea and other gastrointestinal ssrmptoms, and chest 
pain. And the list of symptoms goes on considerably. 

The diagnoses of our registry participants do not cluster in one 
organ system or disease cate^iy but, instead, thus span a wide 
range of illnesses and diagnostic categories. 

A large mtgority of the veterans who have these symptoms and 
illnesses have been diagnosed and successfully treated. However, 
depending on the specific medical nomenclature that is used, some- 
where between 10 and 25 percent of the veterans fi^om the Registry 
who have been examined have unexplained illnesses. 

I t hink it is usefill in the way of context to again note that this 
firequency of imeiqplained symptoms among Gulf War veterans ap- 
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pears to be about the same as in a gmeral medical practice outside 
of the VA or outside of a military setting. 

It is important to note, however, that the medical scientists who 
are looking at this are far horn completing their studies of these 
uneicplainM conditions. There continues to be considerable uncer- 
tainty about the character, natural history and potential causes of 
these conditions. It is essential if we are going to find efiective 
treatments that this research continue into the imderlying causes 
and the natural history and other aspects of these various 
conditions. 

In the way of treatment, I think it’s worthwhile to note that we 
have initiate clinical demonstration projects for multidiscipHnuy 
clinical care for Gulf War veterans as well as markedly expanding 
our case management efforts. 

Case management as a routine clinical strategy for Gulf War vet- 
erans has al^dv been implemmited at 20—1 think it is over 20 
now— VA medical centers as part of a miyor initiative imderway 
throughout the department. Indeed, as one of the Fiscal Year 1998 
performance measures for our network directors, this has been tar- 
geted. They are focused specifically on this. 

Likewise, in the area of compensation and pennon examina- 
tions — and I know that there is another panel that will specifically 
address some of these issues later— but let me just say that we 
have been working with VBA, particularly with regaH to clari^ing 
the terminology and the protorols and the manner in which tnese 
examinations, particularly examinations for individuals with 
undiagnosed illnesses, would be conducted. We have developed 
some dear guidelines, which are being disseminated to the field, to 
help improve this effort. We eiqpect that this will be an iterative 
process, and these wiU probably need to be refined over time as 
well, as just about everyuiing elrc in this regard. 

We are continuing our effort to expand health care education for 
our clinidans and care-avers. We have discussed our efforts in this 
regard at other forums like this, particularly for the regutry physi- 
dans and those in Gulf War program per se, but we think that all 
of our clinidans should have a basic imderstand^ of this. One 
step in that regard is a recently completed continuing medical edu- 
cation progran that will be mwed and sent to every vA physidan. 

As an aside, I would also note that we will make this available 
for non-VA peisonnel at cost, as well. 

In ^e interest of time, I am not going to discuss research pro- 
nams per se other than to note that there is, as was commented 
bdbre, a lane number of research projects these underway and 
that a number of significant studies that are underway have 
reached critical points and are producing information that will be 
helpful as we move forward. 

I think in my statement we also discuss in more detail our re- 
sponses to the Presidential Advisoiy Committee’s spedal report. I 
would note that many of the recommendations of t^t report have 
been implemented and are underway. 

And, to respond to a <mestion that Mr. Gutierrez asked before, 
we have indera effected me contract with the National Academy of 
Sciences. As far as that specific recommendation which he asked 
about, the part that VA can do is completed. 
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I suspect there may be further discussioii as far as the GAO re- 
port’s recommendation, but in a ve^ few words I would note that 
while we recognize the lemtimacy of the recommendations and the 
inherent obviousness of wl^t is recommended, this is a go^ exam- 
ple of how well-intentioned advice may be exceedingly difficult to 
co^lete. 

There was some discussion before about efforts that are already 
underway with the Institute of Medicine to try to define health out- 
comes in a manner in which this can be tracked. I would go back 
to what I said very early in these comments, in that Ihis is an area 
that certainly would be characterized as being on the firontier of 
medical science. 

Let me just close bv saying that there are some very real sci- 
entific conimdrums which need to be worked out with Gulf War 
veteran issues. We are working with ffie National Academy of 
Sciences and others in tryiim to oo this. 

I think that we have made substantial progress in both further- 
ing the understanding of Gulf War health issues and providing care 
for persons having health problems related to their service in the 
Gull War. But, as I have testified at prior hearings, and I will reit- 
erate today, that while we bdieve that our programs have been 
well-design^ based on the current best available information, we 
also know that they are neither uniformly delivered nor perfect. 

We also recognize that some of our veterans have not alwa^ re- 
ceived the kind of roception or the care at our VA medical facffities 
that we strive for, but I think we certainly have improved this, and 
we will continue to further improve in the future. 

We are working diligently to improve the consistency and the 

S jdictability of care provide eversrwhere in this enormous system 
own as the veterans’ health care system. 

With that, let me close. I will be happy to try to answer your 
questions or respond to your comments as we move forward. 

[The prepared statement of Dr. Kizer appears on p. 100.] 

Mrs. Chenoweth. Thank you. Dr. IQzer, for that very interesting 
testimony. 

The Chair recomizes Bernard Rostker. 

Mr. Rostker. Thank you. Madam Chairman, for the opportuniiy 
to app^ before the committee today. With your permission, I 
wovila like to submit my written testimony for the record and pro- 
vide the committee with brief remarks. 

Mrs. Chenoweth. Without objection, so ordered. 

STATEMENT OF BERNARD ROSTKER 

Mr. Rostker. Madam Chairman, members of the committee, you 
asked for a discussion of the Presidential Advisory Commitb^’s 
spmal report. As you may know, the intergovernmental response 
is in the mal stages of coordination. However, let me briefly com- 
ment in those aspects which fall under purview. 

In most respe^, we agree with the FAC’s findinm. We concur 
with the recommendation to inmrove chemical warf^ detection. 
And, in fact, the President’s budget has an extra billion dollars to 
be spent over 6 years for chemi^ agent detection and protective 
equipment. 
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We agree that an objective standard that needs to be applied to 
all investigations and we strongly agree that independent oversi^t 
would dispel concerns regarding bias. 

We disagree with two recommendations. First, at this time, we 
do not believe a low-level chemical exposure doctrine is needed, al- 
though we are funding researdi (m what that doctrine would be. 
And the department be announcing within the next 30 days 
the fi^-scale development of a fourdi generation of chemical detra- 
tor, which will include for the first time the ability to detect low 
levels of chemical agents. 

Secondly, we disag^ that notification of all personnel within the 
300-mile radius of Imamisiyah is needed. We ^ve already notified 
those people whom we believe may have been exposed. And, as our 
reseai^ continues, we will mmke further ac^ustments to that 
notification. 

Let me also recognize the PAC. The members provided an invalu- 
able service to our veterans and the American public. We appre- 
ciate their many constructive and relevant recommendations. 

You also asked for my comments on the second report that the 
Committee has hi g h1i gb t<»d, the Committee on Government Reform 
and Oversight Subcommittee on Human Resources. 

In testimony and response to requests for information, I provided 
that committ^ with a great deal of material. Needless to say, we 
were surprised and disappointed that the report published this 
past November included little of ihe information we provided. 

Let me be more specific. The DOD has published 13 case nar- 
ratives and information papers whidh were virtually ignored by the 
report. And we have for the Committee’s inspection the 13 case 
narratives and information papers. 

Several of these case narratives deal directly with issues raised 
by the committee and charges made by witnesses called before the 
committee. Our narratives were built upon the testimony of scores 
of Gulf War veterans. By ignoring facts presented in the case nar- 
ratives, I believe that the committee’s report is misleading about 
what happened in the Gulf. 

Finally, in regard to the General Accounting Office report, I have 
included a copy of my response for the record. Virtually all of the 
facts and conclusions presented in that report were duplicates of 
previous reviews. 

If it had been published a year earlier, the report would have 
been more accurate. As written, however, it does not present timely 
or accurate portrayals of work being performed by the Department 
of Defense. 

And we have provided for the members’ review — and I would ask 
that it be put in the record — ^the annual report firom my office 
which covers the activities that have occurred since the office was 
established in November of 1996. 

Looking ahead, this next year we will continue to investigate spe- 
cific events concerning chemical agents. Our main focus will be on 
environmental issues, however. We will complete sraarate reports 
on pesticides, depleted uranium, and oil well fires. We look forward 
to working with Congress and our oversight agencies and remain 
committed to our veterans. 
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I would like to add tme additional thing. I thank Congressman 
Filner for recognizing my passion. Part of that passion h^ been a 
willinj^ess to ^ out and meet with veterans m town hall meet- 
ings, including m San Diego. 

And it was at the town nail meeting in San Diego that I met the 
Dudl^. They discussed with me their concerns and particularly 
their concern that the government had stifled some of its premier 
researchers firom looking at or positively reacting to the work of the 
Nicholsons. 

I immediately came back to Washington and had a meeting at 
Walter Reed. In fact, Mr. Christopherson joined me at that point— 
where we reviewed with the researcher that the Dudleys as^d us 
to as well as the Walter Reed staff the work that had gone on. 

And based upon our review, we found that the protocols that we 
were establishmg with the Nicholsons were correct in design but 
not ad^uately resourced and that we ordered additional resources 
and priorities be placed upon that effort. And at the committee’s 
request, we’re prepared to provide a complete report on our current 
status with the Nicholsons. 

We take the veterans’ concerns very seriously, both those con- 
cerns that come to us through our 800 hotline number as well as 
those that we gain in face-to-face contacts with the veterans. And 
this particular case is one where the Dudleys made certain rep- 
resentations which were very serious, and we took them very seri- 
ously. 

So I thank the Chair for allowing me to make these comments. 

[The prepared statement of Mr. Itostker, with attachments, ap- 
pears on p. 114.] 

Dr. Cooksey (presiding). Mr. Rostker, what is your Ph.D. in? 

Mr. Rostker. I’m an economist. 

Dr. Cooksey. Oh, that’s good, statistics and economy. 

Mr. Rostker. Statistics is one of the fields that 1 have a spe- 
cialty in. 

Dr. Cooksey. Good. Thank you. Thank you very much. 

Dr. FUner, another Ph.D. 

Mr. Filner. At least there’s a 50 percent chance that that oc- 
curred; right? 

Dr. Cooksey. I’m sorry. I’m sorry. We have another witness first, 
two more. So, if you could 

Mr. Filner. I’m sorry. 

Dr. Cooksey. Mr. Christopherson is next. Thank you. 

STATEMENT OF GARY CHRISTOPHERSON 

Mr. Christopherson. Mr. Chairman, let me be very brief. I 
know time is short for the committee. 

A couple of quick things. One is that let us be very clear fixim 
tbe point of view of the medical side of life that our concern here 
has been and will continue to be even more so taking care of our 
beneficiaries, the troops that come bac^ firom the Gmf War. It is 
our point as well to do the best research we can to try and under- 
stond what’s going on. This is not an easy problem, as has becm 
indicated by the previous panel. 

What is important also to imderstand is firom out of the Gulf War 
experience, there is no doubt that mistakes were made. We learned 
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a lot fiom the Gulf War. Recordkeeping was not what it should 
have been. Tracking of vaccinations was not what it should have 
been. A lot of the monitoring and surveillance we did at that time 
was not what it should have been as well. Again, we learned a lot 
fiium it. We are paying some prices, in fact, for not having those 
things in place. A Irt of those mmgs are now being moved forward. 

If ]mu look at the current experience and what we’re doing there, 
Bosnia is kind of the case there. Bosnia is a case of making signifi- 
cant progress, but we’re still not all the way home yet. 

Some classic cases there are if you look at, for example, surveil- 
lance. We are doing a tremendous amount of surveillance in the en- 
vironment, other mnds of hazards or the troops that are there to 
make sure we understand what went on there and after the fact, 
if necessary, to be the case figuring out what happened there. 

It is also true that we have those things in place so Hiat if some- 
thing does come up, we are in a position as well to treat to take 
care of there. If you look, for example, at the ei^rience with Bos- 
nia, it is one of uie lowest disease non-battle iiyury rates we have 
ever had. 

And, again, a lot of it is because a lot of public health is in place. 
A lot of lessons have been learned again out of the Gulf War. 
Records have gotten better. We have introduced automatod record 
systems in the Bosnia situation, again, not perfect but, again, a lot 
of progress over that there, a lot of lessons learned out of Bosnia. 

The final thing I guess I would come back to is obviously the con- 
cern here we have, mcluding taking care of the troops, taking care 
of our Gulf War veteraim, which we are doing, is: What are we 
doing for the future? 

A lot of things I think for the future come dovm to a number. 
One, it is clear that when there are real threats out there, we need 
to prepare to provide the right kinds of protective measures, pref- 
erably licensed, most acceptably that we can possibly do out there. 

And, secondly, we need good recordkeeping. We n^ to know ex- 
actly who got what and what happened with that so, again, we can 
trace badr; if something pops up again the next time, we are in po- 
sition and ready to do so. 

It is also very important that we have in place surveillance plans 
so we can see whars going on in the environment in future deploy- 
ments again so that we again can know what happened after the 
fact. 

Better record systems. We’re to put into place new conmuterized 
patient record systems there, whiw will be deployed in future de- 
ployments, personal information carriers. Theresa a way to track in- 
lormation all the way to the front. All of those things are in place. 

Better research. Again, a need to do more in those areas there. 
We’re working very aosely with Veterans Affairs to do that. That’s 
all, again, very important to tiyi^ to do what we need to do. 

A lot more collaboration. I think what you've seen, especially in 
the last several years, in the VA and HHS is a lot of collaboration 
because no one agency can essentially do this all by themselves. It’s 
a collaborative kmd of effort. 

Again, our commitment is to take care of the troops. And we’re 
trying to do our best to do that. Well do more in the future, our 
best to imderstand what’s going on and more research, mmre epide- 
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miological kind of work, all pent of trying to make this better for 
our t^ps. 

Dr. Cooksey. Thank vou, Mr. Christopherson. 

Dr. Heivilin, if I could ask, what is your Fh.D. in? 

Ms. Heivilin. I have a doctorate in public administration. 

Dr. Cooksey. Okay. Thank you. Proceed. 

Ms. Heivilin. Thank you, Mr. Chairman, members of the com- 
mittee. 

STATEMENT OF DONNA HEIVILIN 

Ms. Heivilin. I am pleased to be here today to discuss two re- 
ports that were put out last summer. In the first one, we reported 
on the government’s clinical care and medical research programs 
relating to Gulf War illnesses. In the second, we assessed the medi- 
cal surveillance of the military personnel in ^snia. 

Our re^rts covered four issues: the adequacy of the mechanisms 
used by DOD and VA to monitor tiie quality* appropriateness, and 
effectiveness of Gulf War veterans’ care and to follow up on their 
clinical progress over time; two, the government’s researcn strat^y 
for studying Gulf War veterans’ illnesses and the methodol^cal 
problems posed in the studies; three, the consistency of key official 
conclusions with available data on the causes of Gulf War veterans 
illnesses; and, four, the extent to whidi the DOD’s efforts in Bomia 
were successful in overcoming the medical surveillance problems 
that were seen in the Gulf War. 

I’d like to mention that we are currently working on several re- 
lated studies requested by other ctmgressional committees and will 
be happy to share the results of this work once it is completed. 

In one, we are looking at the incidence of tumors among Gulf 
War veterans. In a second stu^, we’re looking at the possible pres- 
ence of antibodies for s^thetic squalene in blood samples of Gulf 
War veterans. In the third study, we’re looking at the processes, 
methods, and criteria used by the Persian Gulf Veteran’s Coordi- 
nating Board, DOD, and VA to approve or disapprove research pro- 
tocols. And in a fourth study, we’re looking at me extent to which 
online research is likely to provide information on what caused 
Gmf mu' veterans’ illnesses. 

In our report on the Gulf War veterans’ illnesses, we noted that 
while DOD and VA had provided care to eligible Gtilf War veter- 
ans, they had no system for following up cm their health to deter- 
mine the effectiveness of the care after initial treatment. Also, be- 
cause of the methodological {woblems and incomplete meffical 
records on the veterans, reseai^ has not come dose to providing 
ccmdusive answers on the causes of the illnesses. Given the data 
needed versus what is available, which is primarily anecdotal, we 
believe it will be very difficult, u not impossible, to determine the 
causes of the illnesses. 

And, finally, the support for some offidal condusions regarding 
stress, leishmaniasis, and eaposure to chemical agents was weak or 
subjed to other inteipretations. 

Regarding our report on the medical surveillance of Servicemen 
deployed to Bosni^ although we found that DOD had improved its 
capability to monitor and assess the effects of deployments on the 
Servicemen’s health since the Gulf War, certam problems still 
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remained. One, the database containing deplojnneiit information 
was inaccurate. Not all the troops received post-deployment medi- 
cal assessments. Bdany of the medical recmds we reviewed were 
incomplete. 

In the first report, the one on Gulf War illnesses, we rec- 
ommended that the Secretary of Defense and Secretary of Veterans 
Affairs set up a plan for monitoring the clinical progress of Gulf 
War vetmans to help pnmote effective treatment and better direct 
the research amnda. And we ask that they give greater priority to 
research on eff^ve treatment for ill veterans and on low-level ex- 
posures to fihwmiftwlH and their interactive effects and less prioriiy 
to further ^idmniolo|;ical studies. 

I think in the eariier panel, they said that we said that it was 
a single cause. We did not say that. We said that it was a possiUe, 
one m the ixMsible causes, and that there should be research in 
this area. To back that up, we had looked at 16 different studies 
whidi supported the fact that low-level effects are possible causes 
fin* s^ptoms which are similar to these which are being seen in 
the (kill War veterans. 

We also recommended that the Secretaries of Defense and Veter- 
ans Affairs refine the current approaches of the cliniwil and re- 
search programs for diagnosing posttraumatic stress disorder con- 
sistent with suggestions recently made by the Institute of Medi- 
cine. The Institute had noted the need for improved documentaticm 
of screening procedures and patient histories and the importance of 
ruling out mtemative causes of impmrment. 

Since our report, the agencies involved have taken a number of 
actions related to our recommendations. In December of 1997, DOD 
and VA adced the Institute of Medicine to establish a committee 
to assess the appropriate methodology for monitoring the health 
outcomes and trratment for Gulf War veterans. 

Recently the coordinating board informed us that it had initiated 
a joint program with DOD to conduct multi-center treatment trials 
for fibromyalg^ and chronic fatigue syndrome in CKilf War veter- 
ans. It is anticipated that the protocol will begin in late 1998 or 
early 1999. 

As of Janua^ of this year, 23 studies had been added to the re- 
search portfolio, including research on the toxicology of low-level 
eroosures to neurotoxins such as pyridostigm^ bromide, insecti- 
cides, and chemical warfare nerve agents, with an emphasis on 
interactions among them. 

In our report on the deployment and medical records for Service 
members deployed to Boaoia, we recommended that the Secretary 
of Defense ensure that a DOD-wide policy be expeditiously imple- 
mented on medical surveillance using lessons learned firom Bosnia 
and the Gulf War. 

We also recommended they have procedures developed to ensure 
that medical surveillance policies are implemented and also that 
they have procedures develops! for providing accurate and com- 
plete medii^ assessment information to the centralized database. 

In response to our recommendatiim, DOD established a new pol- 
icy and implementing guidance in August of 1997. And we are told 
that they have plans to emphasize this to the field commanders, to 
emphasize to them the importance of this system. 
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Mr. Chairman, that concludes my summary. I will be happy to 
answer any questions you may have and provide the full statement 
for the record. 

[The prepared statement of Ms. Heivilin appears on p. 134.] 

Dr. Cooksey. Thank you, Dr. Heivilin. 

Dr. Chan? 

Mr. Chan. It’s Mister. 

Dr. Cooksey. And, just to be equal with everybody, what is your 
Ph.D. in? 

Mr. Chan. I don’t have a Ph.D. I have a Master’s degree in math- 
ematics and statistics. 

Dr. Cooksey. Statistics. I had a touid^ time in statistics when I 
went through my M.BA. program. Fm anxious to hear from you. 
Go ahead. 

Mr. Chan. I don’t have a statement to make, sir. Thanks. 

Dr. Cooksey. Oh, you have no testimony? 

Mr. Chan. No. 

Dr. Cooksey. Ok^. Dr. Filner? 

Mr. Filner. Ihr. Cooksey? Doctor, doctor, doctor, doctor, doctor. 
Thank you. 

I womd ask unanimous consent, Mr. Chairman, that all members 
of the committee may submit additional statements and questions 
for the record. 

Dr. Cooksey. So ordered. 

Mr. Filner. Dr. Kizer, are there anv treatments that had been 
sugmsted for this illness that are not allowed to be delivered at the 
VAhospitals? Are there any b anne d treatments? 

Dr. Kizer. I do not know of any that are banned. The reason I 
am hesitating a little, is that I was trying to interpret what you 
mean l^“banned’7 

Mr. fWiER. I have talked to doctors within the VA system and 
have seen some written memos that suggest that no doctor can de- 
hver the antibiotic treatment that was aeveloped by the research- 
ers that Dr. Rostker mentioned earUer, the Nicholsons, that they 
are forbidden from providing thmr treatment. Is that the case or 
not? 

Dr. Kizer. Well, I do not know of any such memo. My colleagues 
to my right tell me that there is no such thini;. But I recognize that 
m a system as large as this, there may be pieces of paper that we 
do not know about. So if you do have in your possession or know 
of such, I would like to have a copy. 

Mr. Filner. If we had testimony by doctors in the VA system 
that they were, in fact, given orders not to give that antibiotic 
treatment, would you be surprised by that? 

Dr. Kiz^. I would be surprised, but also I think you raise a real 
interesting question. And it is one that you spoke to earlier today 
in your comments, as did a number of other members of the com- 
mittee. Some ve^ impassioned statements were made that it is ab- 
solutely essential that troops, and I take by extension veterans, not 
be given vaccines or other medications that are not approved for 
those uses; i.e., approved by FDA for those uses. To get that ap- 
proval, they ne^ a scientific evidentiary base to support their use. 

The issue that you raise is whether we should apply that same 
standard to treatments or not. Should we require that the treat- 
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meat that is given to our patients have some evidentiary base or 
justification in the medical literature that would be accepted, at 
least by a significant number of practitioners, or should we encour- 
age anytype of treatment? I raise this merely as 

Mr. Fil^r. Well, certainly the initial inoculations and testing 
fix)m the DOD did not live up to that standard, unfortunately. I \m- 
derstmid wha^ou’re saying, but you’re also justifying a whole in- 
frastructure, ru have to sav, the words that you’re using, "evi- 
dentiary” this and "supported by” that, et cetera. 

If, for example, there was a built-in bias against certain kinds of 
treatment by the very doctors who are making decisions on this, by 
the very ones who are testing out certain stwdards, your very in- 
firastructure would end up leading to a conclusion that they are not 
worthy of iise. 

That is, if the whole system is biased against a certain protocol 
or a certain kind of evidence — and we have seen tiiat in this situa- 
tion. We have seen it with Agent Orange. We have seen it again 
and again. 

The Chairman didn’t ask what field my Ph.D. is in. I happen to 
be an historian and philosopher of science. Science is merely what 
most people who are called scientists say is science. It has nothing 
to do absolutely witii truth. I see at least Dr. Rostker is agreeing 
wi& me. It has to do with what people think is the truth at a given 
set of time. 

And if everybocfy in VA thinks, who have all those M.D.’s and 
Ph.D.’s beside their name, that a certain treatment is wrong, their 
whole methodology vrill end up proving that. And so the VA wiU 
end up with a very credentialed and very trustworthy, in their own 
view, system which has ended up being so biased that it precludes 
certain treatments that are out of the given mainstream. 

Dr. Kizer. I am not sure that I would agree with that. I under- 
stand w^t you are saying, and I think that is a statement about 
the practice of medicine in general, not VA in particular. 

Filner. Ri^t. 

Dr. Kizer. But! think that one of the points that has been made 
at a number of forums like this that if we are going to pursue 
things that are not accrated by the prevailing scientific view, that 
the appropriate way to ao that is through some sort of investigative 
protocol so that we have some clesu* understanding of what the out- 
comes are. 

Mr. Filner. I agree if you could do that fast enough to deal with 
the people who are dying or potentiallv dying. That is, you’ve got 
to do something. And, as we know with certain cancers and other 
treatments, if people are terminal, they’re willing to take anything 
that has seemra to work by anecdotal evidence. And we have docu- 
mented many cases of those working. Your whole system is set up 
to preclude certain ways of dealing with this issue. 

Dr. Kizer. Could I just finish what I was going to sa}^ The direc- 
tion that the Congress has mven the VA — and we are a public 
ageniw that is governed by the Congress — ^is that our treatments 
and the modalities that we utilize have to meet certain standards. 

As a matter of public policy, if the Congress should espouse that 
we should not be taking that approach, then I think it needs to say 
so. 



34 

Mr. Filner. Do you know who Dr. Lo is in the Defense Depart- 
ment? 

Dr. Kizbr. I don’t person^y know him, but Dr. Murphy does. 

Dr. Murphy. Dr. Shi Lo is a researcher at the Armed Forces In- 
stitute of Pathology 

Mr. Filner. Ri^t. Is he in a position to decide yes or no on cer- 
tain research prohxx>ls? I mean, would he have that influence with- 
in the bureaucraiy to do that? 

Dr. Murphy. No, not to my knowledge. 

Mr. Christopherson. No. 

Dr. Murphy. Mr. Christopherson may be able to answer that. 

Mr. Christopherson. I mink that’s correct. 1 mean, again, all of 
the research that is done in either organization has to go xmder- 
neath a certain amount of peer review, partly to protect &e troops 
and the veterans that we’re talking about there. 

On the other hand, they’re encouraged, obviously, to look for new 
and innovative wajns to try and deal with very difficult issues, this 
being clearly one of those. 

Mr. Rostker. Sir, if I mig^t. Dr. Lo was, in fact, the doctor who 
was cited by the Dudl^, whom Mr. Christophersan and I spent 
a full day with. He educated us on it. We reviewed with him 

Mr. Filner. I’m sorry. Dr. Lo did or 

Mr. Rostker. Dr. Lo. We presented to him the statements that 
had been presented to me about the protocols. He said they did not 
represent his view, that he was in full accordance with the progress 
we were making, the approach we were making to take several 
hundred random blood samples and submit them to a number of 
laboratories. He is a world-class researcher in the area of myco- 
plasma, and he has been fully on board. 

To the best of my knowledge, — and I have asked him directly — 
what we are doing is in line with what his recommendations are. 

Mr. Filner. Yes, that’s the problem. 

Dr. Cooksey, my time is up. I would 

Dr. Cooksey. I will have some latitude. I’m not a tough 

Mr. Filner. Thank you, Mr. Chairman. 

By the way. Dr. Rostker, I appreciate your confrontiim directly 
in your testimony the issue of the Nicholsons. You said that if the 
committee requested, you would give a more full report on that. I 
would so request. 

Mr. Rostker. Okay. 

Mr. Filner. When did that change or the new support for that 
research take place? 

Mr. Rostker. We had the meeting last spring. And within I 
would guess a week of coming back from San Diego, Mr. 
Christopherson and I and members of our staff, our ph^icians 
went to Walter Reed, met with Dr. Lo, met with the physicians 
there, directed that any question of financial priorify be put aside, 
and that this took the hignest priority, and to push forwara. 

Mr. Filner. So is he being funded at a 

Mr. Rostker. Yes. 

Mr. Filner (continuing). Level that he sees as sufficient? I don't 
know. 
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Mr. Rostker. Well, the ap%ed-upon task, with the involvement 
of the National Institutes ofHealth, was to test out his techniques 
for identifying the mycoplasma. 

I would be happy to nave Colonel Riddle provide you right now 
with an update on where we are. 

Mr. Filner. I’ll get back to that in a second. What I heard in my 
initial rotmd of questions was that we are all open to this, we’re 
doing this, we’re doing eveiything we can. It just is in conflict with 
aU me anecdotes or many anecdotes that we hear across the 
country. 

So we have to figure out why that is the case, why you feel — ^and 
I don’t dispute that you’re honest— ^that vour systems are open and 
honest ana subject to peor review and all of that when we all know 
from history and from experience that any bureaucracy— I don’t 
care if it’s big or small; I don’t care if it’s VA, Defense, or my own 
office — ^has b^t-in biases and turfs and jealousies that the upper 
people mig^t not be aware of. And I think that’s a possibilify here, 
but thatf s something that we’re not going to figure out today. 

Let me just ask you. Dr. Rostker: Irs fair to assume, I think, 
that thia Nation has stores of chemical and biological weapons. 1 
mean, we are yelling at Saddam Hussein, but it would be unlikely 
to assume that We would not have such weapons? 

Mr. Rostker. We are a signator of the chemical treaty. And we 
have been in the process for years of destroying those weapons. 

Mr. Filner. But obviously we have research into those weapons. 
We have tested those weapons, I suspect. We have tested antidotes 
to those weapons. 

Mr. Rostker. Yes, sir. 


MM* AlrV/OaaVOM* .a j • 

Mr. Filner. Would you find it unlikelv or impossible that that 
very production, development, testing of weaponry and its anti- 
dotes could have caused some of this illn( 


dotes could have caused some of this ulness? I mean, is that a pos- 
sibility you would exclude? 

Mr. Rostker. We have looked very hard. It’s really been the 
mqjor function of my office compared to our colleagues, whom we 
have worked with consistently, to understand what happened in 
the Giilf. 

And we are all aware of the events at Khamisi 3 rah. We have 
spent a great detd of effort. 

Mr. Filner. I asked you about our own. Friendly fire is what I’m 
talking about. 

Mr. Rostker. To the best of my knowledge, we had no chemical 
weapons in the Gulf. 

^u:. Filner. I’m not talking about the Gulf. You’re purposely nar- 
rowing my question. I asked: Is it possible that any of our troops 
could nave gotten what we call Persian Gulf illness from our own 
inoculations, firom our own testing, from our own development of 
these kinds of weapons, in the Gulf or elsewhere? 

Mr. Rostker. No, sir. 

Mr. Filner. You don’t think that’s a possibility? 


Mr. Rostker. I have absolutely no facts before me that would 
lead me in any way to that conclusion. 

Mr. Filner. All ri^t. In terms of possibilities here, is it possible 
that some percentage of what we call Gulf War illness is 
contagious? 
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Mr. Rostker. Fm not a physician, and there’s no way I would 
be able to make 

Mr. Filner. Would you exclude that, as a statistical expert, as 
a ^sibilily? 

Mr. Rostker. To the best of my knowledge, there was no biologi- 
cal agent tiiat our troops were exposed to. Whether there were 
other things in the Gulf , 1 can’t tell ;^u, but we 

Mr. Fii^r. Well, why do family members seem to be able to 
come down with this or pets seem to come down with it? How 
would you explain that? 

Mr. Rostker. I have no explanation, sir. 

Mr. Filner. It seems to me that contagion is a possibility there. 
Dr. Kizer? 

Dr. Murphy. Yes. We’ve looked at this issue very carefully. It is 
a concern to us, especially since the Gulf War veterans broumt the 
concern to VA shortly after leaving the Gulf, that they fmt that 
their family members were suffering firom similar s^ptoms. 

We’ve looked. We’ve foimd no current rigorous scientific evidence 
that supports a contagious or an infectious illness being transmit- 
ted either to family members or to the general population. 

Mr. Filner. Let me just tell you — Dr. Cookiwv, Fll end with 
this — ^the history of dealing with this issue, as the history with 
Agent Orange and some other incidents in this Nation, every time 
somebody made a suraesticm such as I had just done — 7 years ago 
when someone said there is an illness, someone up there testified 
there is no evidence that there is such an illness. 

When the evidence built up that there was some possibility of an 
illness, somebody like me asked; Is it possible they were exposed 
to chemical or biological weapons in the Gulf? And someone like 
you said: There is no possibility. There is no evidence that that 
occurred. 

Then knowledge that somebody had about Khamisiyah and other 
such incidents occurred. I said: Well, how many people were ex- 
rased? Could it have been thousands? And someone like you said; 
There is no evidence that more than a few hundred people were ex- 
posed to this. Now we know 100,000. 

At every sta^e in this thing — ^this is what ^ts me most angiy. 
At every stage m our inquiry, the public’s inquiry, people have said 
with the credentials that you have, with the positions that you 
have, that there is no evidence for what someone who htts acqu&ed 
that evidence fium anecdotal means, fi:om testimony, firom con- 
versations — ^you know. Congress people are not dumb. 

And just because we’re not scientists, althou^ I happen to have 
a degree there, doesn’t mean that what we come up with is not 
truth. Our antennae are out there with talking to people, with tes- 
timony, with anecdotes, with letters, with calls, with all of this evi- 
dence. We were the first ones who said there was an illness when 
everybody there said there wasn’t any. 

So I just have trouble with your sa^|; there is absolutely no evi- 
dence and no possibility or nothing oi this 

Dr. Murphy. If I could continue for just a moment? Because I 
think it’s important that you hear the rest of my statement. In the 

f tast. I’ve been on the firont lines taking care of Gulf War veterans. 
Ve seen their pain. Fve talked with their family members. And I 
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can be as passionate about this as you are. I also have lots of anec- 
dotes. But our job now is to look at all Gulf War veterans and how 
we can help them. 

VA has taken the issue of contagiousness very seriously. DOD 
has begun to do the scientific work that will answer the specific 
Questions that you have asked in a non-anecdotal way. And, in ad- 
aiti(m, VA is evaluating cm'^ulty the Gulf War veterans’ illnesses 
and any potential assoaation association with the illnesses of their 
families. We’re beginning the ph]rsical examination phase of the na- 
tional survey, wmdi wm allow us to address the scientific ques- 
tions that you’re a^ing. 

Mr. Filner. I’m going to tell you now that, again, I have been 
in the homes. I have seen the pets. I will tell you that it’s a fact. 
Three years fi:om now someone there is going to say, “Oh, yeah. 
Now we know that it’s contagious.” 

Given the lack of knowledge that you all seem to have about 
this— you know, we’re inoculatii^ troops teday {gainst anthrax or 
something. I don’t know what it is that we’re inoculating troops 
against. are we doing something that nobody can tell me what 
it actually is, the impact it has, or what effect it’s going to have 
there? 

Mr. Rostkbr. Let me first say that you know that as many as 
100,000 troops may have been exposed because the Department of 
Defense did the work that develop^ that 

Mr. Filner. How many years after they knew it? 

Mr. Rostker. We did the work to develop that 

Mr. Filner. Because you couldn’t cover it up, because somebody 
leaked it basically. 

Mr. Rostker. We did the work. We have not been satisfied. We 
pushed back the firontiers of knowledge. And as we pushed back 
the firontiers of knowledge and we brmg that information to you, 
we’re accused of a coverup or: Why have you changed your mmd? 

We eure not static. We see the same people that you see. We work 
in their behalf just as much as memTOrs of the Congress. And we 
are trying as hard as we can to push back the firon&rs of knowl- 
edge, whether it be on the medicm side or whether it be to uncover 
what happened in the Gulf 

And you know this information because they’re contained in this 
stack <n reports that examine this and are answering the questions 
that people are asking. 

Mr. Christopherson. Let me also pick up on that because you 
opened up a line of avenue I think we need to talk about for a sec- 
ond here: the issue of vaccination. And we all have to be very care- 
ful. We walk a very fine line here between protecting people firom, 
in quotes, in terms of “consequences” of something and protecting 
them fix)m real threats in real wartime situations here. 

When you’re looking, for example — and the issue obviously that’s 
in the back of your mind is the issue of anthrax vaccination. Let 
me be very clear. On anthrax vaccination, we have a fiilly licensed 
vaccine that’s safe and effective against what can be a very real 
threat that kills people. 

We would be ^responsible wme we not to use these things. At 
the same time, which is also our reqransibility, is the need to track 
what happens, to make sure that we imderstand that there are 
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other consequences there, ev^ thou|^ it’s fully licensed, safe, used 
for many years, and this kind of thing. 

The commitment of the Department of Defense is that for those 
kinds of measures, which we do need to use because we have this 
Hobson’s choice between, in quotes, "doing or not doing” there, we 
have to step forward and provide those things. 

At the same time, the lessons learned firom the Gulf War, which 
are applied now, is to better imderstand if something comes out of 
that that nobody expects. But we would be irresponsible not to pro- 
tect our troops in those kinds of situations. 

Mr. Filner. And, iSnally — ^and I appreciate your jmtience. Dr. 
Cooksey, this conversation can go on for a long, long time. Several 
reports, the Shays Committee report, to some degrra the PAC re- 
port, said: Look, basically aU of uiis has to be put in the hands of 
an indemndent group. 

I would go further: not contracted by the VA, not contracted by 
the DOD. ^meone — I hate to say this because I don’t like the inde- 
pendent counsel legislation — who has the authority to delve into 
both bureaucracies and come up with things that bureaucratic ineiv 
tia or turf battles or cautiousness or whatever you want to call it 
is not able to come to grips with. And that’s what I would rec- 
ommend to the Congress of the United States. 

Mr. Rostker. I would just point out that your colleagues in the 
Senate have a special investigative committee looking exactly at 
that. And we have had the pleasure of jointly going overseas. I had 
a number of trips overseas to the countries tou were talking about 
and many more. And we invited members of congressional commit- 
tees’ staffers to join us, and we had members from the Senate in- 
vestigative committee of the Veterans Committee. So we have done 
that. 


And I would o^ add to the extensive GAO reviews that GAO 
is living with us. They’re in the process of reviewing all of our work 
in great detail. And we offer that to anyone who wants to come in. 

We believe oversight is an important part of the process. So does 
the administration. And that’s why they re standing up a new over- 
sight board, which will have full access to everything we’re doing. 

Mr. Filner. I don’t want oversight. I want insight. 

Mr. Christopherson. Let me go back because I think what tou 
need to remember, by the way— go back to the porous panel. The 
Institute of Medicine is not here on their own. They came here be- 
cause we contracted with them to provide oversight, independent 
review, the best science minds in this country here to do exactly 
what you’re asking to do. 

We that independent oversight and the outside reviews is 
very critical not only in terms of t^ing to get the right answers 
but, going back to the early discussion on, about trust. 

^d we’ve got to t^ and get the best minds working with us to 
understand mese things who can step back from where we are 
standing at a given moment in time and tell us what’s best clini- 
cally, what’s best in terms of research. 

Mr. Filner. Why don’t you give them enough money to do it in 
3 months, instead of 5 years, though? 

Dr. Cooksey. I have some questions of my own, but I think it’s 
interesting to observe that we are all sitting here today because of 
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one man, one demagc^e, one dictator, who is not elected. He got 
where he is at the enaof a gun barrel. He is a coward. He hid dur- 
ing the Gulf War. He hides at ni^t. He kills pe(^e with his own 
handgun but when he*s surrounds by pet^le. 

And I understand Mr. Filner's firushranon because as congress- 
men, we do have people that come to us and say, "Tve got qnnp- 
toms.” As a ph^cian, I think I get more of them than the average 
congressman, ^d it is frustratii^. 

A few questions. Of 700,000 veto that were in the Gulf War, how 
man^ have come forward with symptoms that have been cat- 
egorumd as Gulf War illness? Dr. Murphy, if I could ask you? 
I^u’re an internist. Dr. Murpl^? 

Dr. Mubphy. Fm a neurologist, sir. 

Dr. CTooksey. a netirologist? 

Dr. Mukphy. Yes. 

Dr. Cooksey. Great. 

Dr. Mubphy. Approximately 100,000 veterans have come either 
to the DOD CCEiP program or to the VA Registry program. We 
have approximately 12 to 15 percent over time who ^ve come in 
with no symptoms. They’re feeling well. They just want the exam- 
ination. And they want to be able to talk to a physician about their 
concerns. Of those 

Cooksey. Can I clarify that? You’re saying about 12 percent 
of the 700,000 have no symptoms? 

Dr. Murphy. No. I’m sorry. Of the 66,000 that VA has examined, 
about 12 percent have come in with no symptoms. 

Dr. Cooksey. Okay. That’s a significant number. 

Dr. Murphy. Yes. And I think n speaks to some of the confidence 
that the veterans, at least some of them, have in the VA sjrstem 
to provide answers. 

Of the symptomatic veterans, we have not been able to find a di- 
agnosis in anywhere fipm 10 to 25 percent depending on how you 
determine what an unexplained illness is. And we have used two 
different methods depending on whether it was our original reg- 
istry program or the revised. 

DOD has approximately the same number of individuals who 
have a category of conditions which, in the International Classifica- 
tion of Diseases, is called: Signs, S;^ptoms, and Ill-defined Condi- 
tions. These are not diagnoses so much as S3miptoms that have 
been described by the veterans. 

So that’s where we are with unexplained illnesses among the 
people that we have examined. 

Ih. Cooksey. Okay. Mr. Christoj^erson? 

Mr. Christopherson. Yes, Mr. Chairman? 

Dr. Cooksey. What do you think, and just very briefly, what are 
the five lessons t^t you think we have leamM or should have 
learned firom this experience, the Gulf War illness and the symp- 
toms of the war, the symptoms, the complaints? 

Mr. Christopherson. That’s a good question to be putting. One 
is clearly medical records. We’ve got to do a mudi better job of 
keeping tnuik of records of what’s gdi^ on health-wise there. 

S^nd is dearlv surveillance, knowing what’s going on in the en- 
vironment around the troops as they are deplo^^ out there, and 
understanding that part of It as well. 
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Third is clearly education, the need to risk conununication, otlier 
kinds of education of the troc^, so they know better what they're 
getting into and are better abler to handle it whm the time comes. 

Fourth is clearly the institution very early (m of a rfiniftal evalua- 
tion and treatment prom*am so that if something does appear in 
this thing, we can quiddy figure out what it is, especially when ilfs 
firesh in people’s minds, they understand whafs going on. When 
you ask them what may have happened to them in the Gulf, there’s 
a better chance of getting an accurate answer. 

The final thing is the need for some clear research to be done on 
thing H we do not imderstand as well. Clearly in the area of chemi- 
cal and biological, there’s a lot of w(n*k that needs to be done there. 
There are certain other kinds of environmental hazards. Research 
still needs to be done as well. 

But on a rough count. I’d say that’s probably the five I would put 
forward as lessons learned and lessons being applied. 

Dr. Cooksey. Good. That’s a good brief answer. 

You know, one of our warfare installations was in Pine BlujBT, Ar- 
kansas. Was that chemical or biological? I think it’s closed now, 
but 

Mr. Christopherson. I’m not sure. 

Dr. Cooksey (continuing). One of them was there because I live 
not too far. I’m not an Arkansan. Don’t label me with that. Fm 
firom Louisiana. But there was one of them that’s in Pine Bluff. 

Mr. CmoSTOPHESSON. The consensus, by the way, seems to be 
chemical is what we believe. 

Dr. Cooksey. Chemical? Okay. I know it’s been closed. 

Let me ask you this: What do you think is the most serious defi- 
ciency that stiU is not addressed? 

Mr. Christopherson. Serious deficiency? I probably have a few 
candidates, actually, for that, but I think very honestly the one 
that we are probably wrestling with the most— ^d it kind of gora 
back to your opening remarks about certain persons in certain 
o&er paiis of the wond — has to do probably with the chemical and 
biological area. 

There’s just a number of things we need to understand better, 
both in terms of preventiye measures, protective measures fin* the 
troops there, better detectors. It sort of all glums around that issue 
of trying to do it. It’s the one we spent the least time figuring out, 
but there’s a lot of researdi now committed to trying to figure this 
out. 

Dr. Cooksey. Dr. Kizer, do you know: Have we had a^ ex- 
change of research with some of our former enemies, like the Soviet 
Union? 

Dr. Kizer. If I might just defer that for one second because Fd 
like to also respond to your former question if that’s agreeable. 

Dr. Cooksey. Sure, sure. 

Dr. Kizer. It occurs to me as one looking at a sj^m that is tak- 
ing care of people at the tail end, after w of this has happened, 
that one of the hugest problems we see in dealing with problems 
post-service, is: Wimt was the extmit of health or illness pre-serv- 
ice, and we need a more complete assessment of what the individ- 
ual status was before? 
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And I know that efforts are undoway towards this, but I just 
want to underscore that it would be critically important in the fu- 
ture to better know what people started off with when you end up 
ttying to figure out what they have at that later time, and espe- 
d^y with regard to what the conditions may be due to. 

A^, I womd imderscore a point that I have made at quite a 
number of other hearings in this regard, and that is Ihe importance 
of a very concerted effort to look at the effects of chemical warfare 
agents and the fact that those problems are the same issues that 
are being wrestled with in other committees — e.g., in individuids 
who live near toxic waste dumps or Superfund sites and the ques- 
tions of low-level chemical exposure from environmental contami- 
nation. The same is true firom an occupational safety point of view. 
Whether they are farm workers in California or people who work 
in factories, mey are the same generic issue in a number of forums. 

And the one, of course, on the horizon is what happens if there 
should be a terrorist incident in tbiw country that imects a small 
or large number of civilians. Are we going to have the information 
to address their concerns at that time? 

I would again underscore the point that I have made on a num- 
ber of prior occasions that if we are going to do this, if we are going 
to have those answers, it will take a very large and concerted effort 
with substantial funding needs. 

To try to best respond to your question, I would ask if you would 
repeat it. 

Dr. Cooksey. Okay. My question is: Has our government been 
able to obtain any information fium our former enemies or even al- 
lies that have done research on chemical warfare and biol^cal 
warfare that maybe we could either have already exchanged imor- 
mation that’s be^ done or could we do it in the future that would 
hete answer some of these questions? 

Dr. Kizer. Let me answer that in three ways or a three-part an- 
swer in brief. And others I think will probably also shed some lig^t 
on it. One, I don’t know a specific incident of exchange of informa- 
tion fix>m former adversaries or at least potential adversaries. That 
may weU be occurring that Fm unaware of. 

Secondly, we are working with some other foreign governments 
on incidents and the evaluation of those; for example, a joint re- 
search project with the Japanese is looking at the Tokyo subway 
incident involving sarin and the effects of that. 

And, third, I am aware finm my pre-federal government life of 
some efforts to work with the former Soviet Union coimtries on 
issues having to do with nuclear materials. 

Mr. Rostker. The answer is yes in all counts. My team has not 
been to Russia, but we have been to Prague, France, England, Ku- 
wait, Saudi Arabia, Egypt, and Israel and have compared notes 
both on health effects to the indigenous population, on health ef- 
fects among troops who were in the Persian Gulf, as well as basic 
research on chemical agents, pesticides, and pyridostigmine bro- 
mide, and a whole range of fa^rs whidi may impact the central 
nervous system in ways that are of interest to this topic. 

We have been again joined in that research by members of the 
Senate, staff fixim ue S^ate investigative committee. 



42 

Mr. Filner. Can you comment on the French situation that I 
asked about earlier? 

Mr. Rostker. Sure. We know of no protocol that the French 
used. I think the best comment was the senior French colonel on 
the general’s staff, who said: We are most interested in what you 
aro doinf because, as far as we’re concerned, there but for the 
grace of God go we. 

They have no idea and no hypothesis of why their troops have 
not made claims except that their whole healtii bureaucracy and 
health insurance system is quite different and their general rela- 
ticmship of the poptilation to the government and these kinds of 
claims are different. 

We explored with them the theory that they did not take PB, 
which had been presented. It was widely understood. And they dis- 
pelled that, that elements of their force did, in fact, take PB. And, 
as one French colonel said: PB? I took it every day for a month, 
and no problem. 

So we have explored with the French all aspects of their pro- 
gram, and they have no hypotheses as to why they may not have 
reporting veterans. 

Mr. Feussner. Dr. Cooksey? 

Dr. Cooksey. Yes, sure. 

Mr. Feussner. If I might follow on that, in March of last year, 
the VA sponsored in collaboration with the Society of Toxicology an 
international ssmiposium in Cincinnati. During that meeting, the 
investigators from Japan, the investigators who were involv^ in 
the sarin subway episode, a number of European investigators, 
Israeli investigators attended the meeting. 

In addition to that, this past summer, we sent the director of our 
environmental epidemiology ^nter in Boston to Europe for a 6- 
month period of time. We have been collaborating with the British, 
the Danish. And on the research working mup, there is official 
and consistent representation with a British person and a Cana- 
dian person. 

Dr. Cooksey. Good. That’s very good. The British do some very 
good work. TheyVe come up with some great medications and solu- 
tions to problems. 

Believe it or not, the great plague of my youth was polio. Dr. 
Kizer fortimately, is young enough. He assui^ me 3 resterday he 
was in high school when I was in medical school. Of course. Dr. 
Salk and I^. Sabin found the solution for that. 

And tile great plague of this period is AIDS. And the protease 
inhibitors are beginning to save uves. I know this comes as a shock 
to some of you in this room, but trial lawyers did not find the solu- 
tions and politicians did not find the solutions. 

Ms. Heivilin, a quick question: Do you know the incidence of Gulf 
War illness among the women veterans of the Gulf War/Persian 
War? 

Ms. Heivilin. No, I do not. 

Dr. Cooksey. I don’t either. Does anybody know? Dr. Murphy? 

Dr. Murphy. We actually looked at that jointly with DOD, and 
we have published an article in Military Medicine I’d be happy to 
provide you a copy. 



43 


In fact, it looks like the rates of illness are very similar in men 
and women. We found very few differences in the types of diseases 
t^t are being rerorted. 

There is a sl^tly hi^er rate of genitourina^ problems. That 
was reported while women were stationed in the Gulf and also 
after they returned. And that isn’t terribly surprising, since GU 
problem among women patients. 

Dr. Cooksey. Siue. ur. Heivilin, I noticed that in some of yovur 
previous work, you had disagreed with some of the experts, some 
of the scientists, these Ph.D.% who had done some work and basi- 
cally thrown off their work. And these were some people from the 
Institute of Medicine and the President’s Advisory Committee. 

With respect to your comments regarding the risk factors, it 
seems that you seemed to throw theirs off, their ideas off, and tmt 
you seemed to know better. Who peer-reviewed your work? 

Ms. Heivilin. We have a very extensive quality assurance 
gram, an internal peer review. We also show our work to outidde 
experts when we’re doing that, when we’re going through that 
process. 

Dr. Cooksey. Who are your peor reviewers? 

Ms. Heivilin. Who are our peer reviewers? 

Dr. Cooksey. Yes. Whaf s tneir backgroimd? 

Ms. Heivilin. What are their backgrounds? We had professors in 
pharmacology, epidemiology, toxicology, and neurology who peer-re- 
viewed our work. 

Dr. Cooksey. Okay. That’s good. Thank you. 

I have no further ouestions of tins panel. And so we appreciate 
your coming, and we’ll hear the next panel. 

Dr. Cooksey. We’ll now start with Panel 3. Mr. Thompson, 
Under Secretary of Benefits, DAV. 

Mr. Thompson. Thank you, Mr. Chairman. 

STATEMENTS OF JOSEPH THOMPSON, UNDER SECRETARY 

FOR BENEFITS, DEPARTMENT OF VETERANS AFFAIRS; STE- 
PHEN BACKHUS, DIRECTOR, VETERANS’ AFFAIRS AND MILI- 
TARY HEALTH CARE ISSUES, HEALTH, EDUCATION, AND 

HUMAN SERVICES DIVISION, U.S. GENERAL ACCOUNTING 

OFFICE; AND KRISTINE MOFFITT 

STATEMENT OF JOSEPH THOMPSON 

Mr. Thompson. I am pleased to provide a status report' on the 
adjudication of Gulf War claims. I have submitted our full state- 
ment for the record, which Fd like to briefly summarize. 

Dr. Cooksey. Go ahead. Proceed. 

Mr. Thompson. Regarding the redistribution of claims work firom 
processing centers to remonal offices, we were aware of concerns 
that the regional offices lack the expertise to handle these claims 
efficiently and accurately. Many members of Congress were anx- 
ious that we develop procedures to assist regional offices and mon- 
itor their progress. I’a like to summarize what we’ve done. 

In May 1997, the Compensation and Pension Service conducted 
satellite broadcast training on Gulf War issues for our remonal of- 
fices. This was followed by training sessions in June at the Cleve- 
land Regional Office. Members of the Compensation and Pension 
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Service also participated in several Gulf War workshops during the 
month of June. 

The service established a rapid response team consisting of the 
most knowledgeable headquarters people to provide immemate as- 
sistance to regional offices with Gmlf War daims when they had 
questions. The service also conducted weekly Gulf War conference 
calls — ^this has been ^i^ on since June of 1997 — ^where guidance 
is provided to regiontu offices who need to make a decision on these 
daims. 

Eve^ month each regional office is re<)uired to review a sample 
of Gulf War claims as part of its quality improvement program and 
to provide those rejxnts to headquarters. These reviews provide the 
re|[ional offices with a snapshot of the accuracy of wnat they’re 
dcN^ and identify areas for improvement. 

The service has also conducted, in headquarters, a number of 
comprehensive reviews of Gulf War cases and will begin another 
one later this mcmth. We use these cases to assess the current sta- 
tus of claims processing and give us some idea of what regional of- 
fices are doing. 

Mr. Chairman, I am deeply committed to improving both the 
technical accuracy and the processii^ time for compensaticm and 
pension daims involving Gulf War. In pursuing this mal, I have 
established a spedal workmim to study how we handle the work- 
load issues in the regional offices today. I will use these findings 
to improve the accuracy of claims processing in general, and Giffi 
War daims in particular. 

A mqjor area of concern in Gulf War daims is the adequac]^ of 
medical exams. We have been working with VHA to produce guide- 
lines for conducting the exams involving undiamiosed illnesses. 
These guidelines will ensure that all issues are fulfy addressed dur- 
ini; the exam process. Implementation is imminent. To supplement 
this, a joint \^A-VHA satellite broadcast (m Gulf War exams will 
take place early next month. 

Since the redistribution of Gulf War daims, the regional offices 
have submitted weekly status reports on cases that Imve been ad- 
judicated and readjudicated and or cases affected by the extension 
of the presumptive period for undiagnosed illnesses. 

Last October, the Compensation and Pension Service asked the 
regional offices to make every effort to complete them by December 
31. We did not do that. There are approximately 600 cases yet to 
be finalized. I have asked the service to provide me a monthly sta- 
tus report until all the cases are complete. 

However, I believe the regional offices have done extremely well 
with these cases. They have worked very hard to get this done 
under very pressing workload conditions. And I commend them for 
their efforts. 

An issue of continuing interest, of course, is how many Gulf War 
veterans receive compensation. Last summer, we discovered that 
some of the statistics we used to report on Gulf War business were 
not accurate. In resranse to th^e concerns, the Depufy Secretary 
asked the Office of Policy and Planning to coordinate ml Gulf War 
information for the draartment. We have been working with that 
office to identify Gulf War veterans and ensure the information we 
provide is accurate. But I’ll say at this point in time this is still 
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a work in progress and the data still has an awful lot of areas that 
are shaky at best. 

In mv full testimony, I have provided the most recent niunbers 
available, fiill^ recognizing that the limitations of ovur information 
^tems may mpact on their accuracy. However, let me assure the 
Committee tiiat we are working constantly to refine and improve 
them. 

Mr. Chairman, that concludes my statement. I will be happy to 
answer any questions. 

[The prepaid statement of Mr. Thompson appears on p. 162.1 

Dr. Cooksey. Thank you, Mr. Thompson. 

Mr. Backus. 

STATEMENT OF STEPHEN BACKHUS 

Mr. Backhus. Good afternoon, Mr. Chairman, Mr. Filner. Fm 
pleased to be here today. 

My statement focuses on two issues: first, VA’s efforts to improve 
claims processing for Gulf War undiagnosed illnesses; and, second, 
the effed: of these efforts on VA's reexamination of claims that they 
previously denied. 

As you may know, back in May of 1996, we reported on defi- 
ciencies with the claims processing for these undisimosed illness. 
And, as a result, VA is now reaqudicating those denied claims. 
Our work is based on a statistical sanmle of the 11,000 denials as 
well as discussions with VA and VSO officials. 

In summaiv, our examination indicates that VA has, in fact, 
taken a nximber of efforts to improve the processing of the Gulf 
War claims. And its reexamination has, in fact, followed its new 
procedures. As a result, more veterans have been granted 
compensation. 

Specifically, the VA procedures call for the examiners to inform 
vetOTans of the types oi evidence they need that can be used in ad- 
judicating their claim. They seek out both medical and nonmedical 
evidence, and they use all of the evidence obtained, including lay 
statements, in theu* decisions. 

You hea^ Mr. Thompson speak of the decentralization to their 
58 regional offices. Hie purpose of that was to provide better cus- 
tomer service and faster processing, to spread the workload fi'om 
4 offices to 58. 

It’s too early for me to sit here and to tell you how well that’s 
worked, but preliminarily based on the folks we’ve talked to, the 
results are mixed. There are more examiners, but there are poten- 
tially more inconsistencies as well with the decisions. 

Considerable training has taken place, though, in the form of 
workshops, conference calls, teams of experts that are available to 
help file people adjudicate the claims, et cetera. The adjudicators 
we spoke with felt comfortable in when it came time to process 
these claims. 

Turning to VA’s reexamination of the denied claims, as I men- 
tioned, WA followed its procedures and has granted benefits to 8 
percent of the veterans who had previously been denied for 
unchagnosed illnesses. They’re now receiving compensation and/or 
medical care. Another 5 percent, we estimate, are receiving benefits 
for diagnosed conditions. These were veterans who had made a 
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claim under undiagnosed illness. When the case was reviewed, it 
was discovered they had a diagnosis and are now receiving 
benefits. 

VA has provided veterans with information on the evidence they 
need to support their claims. A review of the files indicates they 
have, in fact, attempted to obtain all of the evidence that was nec- 
essary, and nave considered all of the evidence in their decisions. 

iSvo factors, though, still account for the minority of claimants 
being denied a second time. One-third of the claimants who re- 
ported an tmdiagnosod illness or thought it was imdiajgnosed 
wound up with a diagnosis. However, the diagnosis was either a 
noncompensable illness or had exceeded the presumptive period. 
Therefore, they were denied. And another third just lacked me evi- 
dence to sustain a claim. 

That concludes my statement, Mr. Chairman. I will be glad to 
answer any questions you may have. 

[The prepared statement of Mr. Backhus appears on p. 172.] 

Dr. Cooksey. Thank you, Mr. Backhus. 

Ms. Moffitt? 

Ms. Moffitt. Yes? 

Dr. Cooksey. Do you have a statement? 

Ms. Moffitt. No, I don’t. Fll be happy to answer any questions 
you have. 

Dr. Cooksey. Okay. Mr. Filner. 

Mr. Filner. Thank you, Mr. Chairman. 

Just briefly, you mentioned, Mr. Thompson, data problems that 
you are tcyi^ to correct now, but I couldn’t tell from either your 
written or your oral testimony what kind of problem, what num- 
bers were wron^, what kinds of things were we given wrong or you 
received wrong i^ormation on. 

Mr. Thompson. Well, it’s inconsistent information. Probably the 
best example is the niunber of undiagnosed illnesses we’re actually 
compensa^g. If you look in our payment system, the benefits de- 
livery network, it would show up as around 1,500 or so claims, 15 
to 16 hundred claims. 

The system is very old. It was designed strictly to pay claims, 
carries veijr little additional information, and has a number of limi- 
tations, wmch I won’t bore you with, but it doesn’t necessarily cap- 
ture all of the information. 

Another figure, which is fium our tracker system, which we 
maintain in ue local regional ofBces manually, would show 2,400 
claims. There’s rou^y an 800-claim difference in the number paid. 
That is, again, a manual system handled by scores of people. And 
the data also could be in error. 

Mr. Filner. The Chairman had asked in the previous panel some 
questions of statistics, how many veterans, what percentage for 
tnis or that. And we had very precise answers. Were they subject 
to that same data problem? I mean, could they be in error? 

Mr. Thomson, l would say any data that’s extracted firom our 
current computer systems is subjert to misinterpretation. 

Mr. Filner. Why didn’t they say that when mey gave us the an- 
swers? 

Mr. Thompson. Well, Fm not sure about the particular informa- 
tion they pifovided, but Fll give you an example. These systems 
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were deiced SO to 40 3 rears ago. And, again, they keq> minimum 
informatioii. 

We limited the number of conditions iliat it will trade to six. 
After six conditions, we start droppiim the diagnostic codes. If the 
veteran has a sero percent rating & undiamosed illness, ftiat 
could well be ditqiped. You may have a record^ but we would not 
know it. 

These are longstanding problems that are related to our informa- 
ti(Hi tedmoloi^ infirastructure. And I don’t want to make excuses 
for them, but T don’t want to misrepre^t the information. 

Idr. Filner. I appreciate that. I wish that when someone said 
that 12 percent, that is based on the data we have, in fact, and we 
are now in the process of checking out the accurate of that data. 
I mean, somebodv could say that. 

That’s the kind of thing that leads to the sk^tidsm that I have 
been showing aU day h^. But I impredate jnnir openness about 
that, and HI remenioer that when 1 ask similar questions in the 
future. 

Thank you very much. 

Dr. Cooksey. Good news is that we are in the information age. 
Bad news is that the health profession, mv profession, has not 
quite cauc^t up. But there is techndogy out there. 

So in the future when you go in to see your phjrsidan, you’ll have 
a card. And on that cai^ you’ll have a chip. And he or she — ^my 
associate is a woman. So IVe learned to be politically correct. Any- 
way, they will have your full medical history. And you should be 
able to network this information. And it should transfer to military 
records, too. 

A couple of questions. Mr. Thompson, could you give us your lat- 
est claims data? 

Mr. Thobifson. Yes, I can. 

Dr. Cooksey. How current is this? 

Mr. Thompson. This morning. 

Dr. Cooksey. That’s very gora. Thank 3mu. 

Mr. Thompson. It has not been, let’s say, scrubbed. So if I could 
put one codicil on that, it’s subject to some change, but I think 
these are fairW accurate numbers. 

There are three w^ of looking at Gulf veterans we have; folks 
who are in the conflict, in the G^ during the conflict; folks who 
were in the Gulf after the conflict; and then eveiyone who has been 
in the Gulf War era, which is from August 2, 1990 to the present. 

Of the total number of veterans who have been in service from 
August 2, 1990, until the present, there are 3.3 million veterans, 
^jpitndmately 10 percent, or 326,000, of those are receiving dis- 
ability compeimation. 

Of the conflict, the folks who were actually in the Gulf during the 
war, 670,000 are vetmrans today, ^prozimately 77,000 of them are 
receiving benefits, so about 11 and a half percent. 

Of the ones who were in the theater,— they served after the war 
was over— 360,000 in number, about 5 percent of them, or 18,000, 
are receiving smrvice-connected disability. 

And of the era — these are the veterans who were not in the thea- 
ter or in the conflict— 2.2 million, about 10 percent, or 231,000 of 
them received compensation. 
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Dr. CTooksey. I was in the Air Force during the Vietnam period, 
1967, 1968, 1969, and a little bit afterwards. How does the inci- 
dence of claims for the Gulf War compare with my generation’s war 
or the Korean War or WotM War II? 

Mr. Thompson. We’re just starting to compile those statistics, 
but I would say tiiat the number of daims being filed bv veterans 
is (m the increase. The number of conditions fil^ in eacn claim as 
well is on the increase. 

I saw some ve^ preliminary data yesterday that would sugpst 
that fixim an original compensation daim, ji^ sli^^tly less man 
five conditions are claimed. That is very preliminary information. 
We hope within the next month or two to be able to tickle some 
more imormation out of that 

But greater numbers file. And when they file, they have more 
issues at play. 

Dr. Cooksey. Let me ask you: Of those daims firom the Gulf 
War, how many of them were daims for, say, combat iqjuiy, like 
a land mine, a bullet wound, the traditional wounds firom weapons? 

Mr. Thompson. I don’t know what the number would be. Chris 
might have the number. It would be veiy low, though. 

Ms. Moffitt. We don’t track what mose issues come firom. We 
don’t track combat claims versus non-combat. 

Dr. Cooksey. Would DOD have that? 

Ms. Moffitt. I don’t think they’d have a record of the daims 
filed with the Department at Veterans Aifirairs, no. I don’t think so. 

Mr. Thompson. We may be able to compare our records against 
DOD’s. We could at least investigate that and mt back to you. 

Dr. Cooksey. You know, in my confiTessional office, we really get 
a lot more claims finm people that have non-combat-related usu- 
ries than we do people that nad combat ipjuries. 

I have treated patients with land mine ipjuries. This was after 
I was out of the military. It was when I was doing some mission 
work in East Afiica, in Mozambique, at the end of that dvil war. 
In the Air Force, we didn’t see those ipjuries, but I had seen people 
who had ipjuries, eye ipjuries, fit>m the Vietnam War. 

And I feel like pemle who have an actual bullet wound, weapon 
type of injury should probably be paid twice or compensated twice 
or three tunes what they’re being compensated. I at times get a lit- 
tle bit concerned that that’s underdone. 

Another quick question: What do you think you can do to im- 
prove your information technology, your information systems to 
avoid some of the problems we’ve gottim right now as to a person’s 
previous medical history and warmne history and so forth and fu- 
ture history? 

Mr. T^oipsoN. Old Betsy has about seen the end of her service. 
It was initially built in the late 1950s and through much of the 
Vietnam era. It really can’t be improved much beyond what it is 
doing today. It really needs to be replaced. We’re in the process of 
attempting to do that. 

Of course, as you well know, that’s an extraordinary commitment 
for the ageniy. And, firankly, we have not been as successful as we 
could be. 

Dr. C!ooksey. So these are trade computers or IBMs? Thejr’re 
surely not PCs? 
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Mr. Thompson. No. These are lar« mainfirame batch systems. 
Th^re run primarily in Chicago and Austin, have milliimH 
of lines of code in them, all COBOL programs. We n^ to got thmn 
in a modem database environmmt. That’s part of the efirarts that 
we’re und ertalri ng^now, but that will not come quickly. 

Dr. Cooksey. Well, in dosing, I feel that we are aU very conunit- 
ted to the veterans. And I have just been in Congress a year now, 
a year and two or three weeks. I feel good about the things that 
were done in this time period for the veterans. As a veteran, I am 
very heavily committed to veterans. And, jret, if there’s more that 
ne^ to be done, I want the veterans to know that this Committee 
is committed to them, as obvious by Mr. Filner’s comments. 

And I think that the whole Contp*^ is committed to veterans. 
But we've got to base all of our deosions on facts as we find them 
firom reseai^ data and ^d solutions that will be real solutions 
once we find the etidogy of the illness. 

I tq>preciate all you coming todiw. It’s been a long meeting, but 
we’re always to hear firom you. ’T hank you vei^ much. 

[Whereupon, at 4:13 pjn., the committee was adjourned.] 




APPENDIX 


Statement 

Giaiiman Bob Stump 

Today is the Veterans’ Affairs Committee’s IS'*' hearing regarding Persian Gulf War 
veterans’ illnesses. 

Members should take pride in the words of American Legion National Commander 
Anthony Jordan last September, when he commended this Committee for convening “the 
most comprehensive and important hearings on Gulf War veterans since the end of die 
Gulf War.” 

Indeed, both our oversight and legislative record amply demonstrate this Committee’s 
unwavering determination to help these veterans and resolve their questions. 

Many Persian Gulf veterans, including some who are healthy, have had profound 
concerns over their well-being. Many have been understandably alarmed by the endless 
speculation about potential causes of a so-called mystery illness . Importantly, however, 
we have broad scientific consensus that there does not appear to be a single Gulf War 
illness, but many illnesses within this large population with no single cause. Some of 
these illnesses caimot be diagnosed; but their symptoms can usually be treated. 

Over die years. Congress has generously supported scientific research and inquiry on 
these illnesses. Yet the findings and insights that have emerged have often been ignored 
when they don’t fit preconceptions. We owe it to our veterans to listen when expert 
scientists an d physicians who have studied these questions share their findings. But we 
must also appreciate science’s limitations. 

A great deal of research involving Persian Gulf veterans has been done, and more is 
underway. This Committee helped craft a law passed in 1992 to have the National 
Academy of Sciences (NAS) provide VA and DoD with recommendations on research 
into Persian Gulf veterans illnesses. NAS’s recommendations and those of the 
Presidential Advisory Committee on Gulf War Veterans Illnesses have helped shape what 
is now an extensive research effort. 

With hindsight, one can debate the merits of certain research initiatives or the delay in 
pursuing others. One can fault the missteps along the way. 

We would do well, however, to remember the important message of The American 
Legion’s national commander who stressed what is most important to our veterans - 
insuring tiiat they are provided effective health care and timely adjudication of their 
compensation claims. 


( 61 ) 
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STATEMENT OF HONORABLE LANE EVANS 
RANKING DEMOCRATIC MEMBER 
HOUSE COMMITTEE ON VETERANS* AFFAIRS 

OPENING STATEMENT 

HEARING ON PERSIAN GULF WAR VETERANS ISSUES 
FEBRUARY 5. 1998 


Thank you, Mr. Chairman. I commend you for scheduling this 
hearing and I look fonward to the testimony. As a result of this proceeding, 
our Committee should have a better understanding of the current health 
status of Persian Gulf veterans - the care they are now receiving and the 
care they still need to receive. We should also better understand the 
research being conducted to help answer vexing questions about the 
cause and treatment of persistent Gulf War veteran illnesses and VA’s 
response to the claims for compensation filed by Persian Gulf War 
veterans. 

When our Committee first examined the health care problems and 
concerns of Gulf War veterans, VA was literally denying care to Persian 
Gulf veterans. VA's response to claims for service-connected disability 
compensation, if possible, was worse. 

While our Committee has not sought the spotlight, it has responded 
to legitimate concerns and problems of Persian Gulf veterans. We have 
enacted legislation and authorized VA health care for Persian Gulf 
veterans. Research is being conducted to seek answers to the many 
questions which remain concerning Persian Gulf War veterans’ illnesses 
and effective treatment. A presumptive period was established for service- 
connected disability compensation claims for Persian Gulf War veterans 
with undiagnosed illnesses. This progress is important, but more - much 
more - needs to be done. I trust this Committee will stay the course and 
continue to enact needed legislation. 

Undiagnosed illnesses, lack of effective treatment and compensation 
for service-connected disabilities are clearly among the most disturbing 
problems related to Gulf War service. 
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Why are these problems so difficult and frustrating? To begin with, 
there is a potentially bewHdering array of exposures and manifestations of 
disease and disabilities which could be linked to establish service- 
connection. Specifically, VA references about 80 different hazards and 
270 various disabilities, it presently deems ‘acceptable* as a basis for 
adjudicating service-connected disability compertsation claims made by 
veterans who served in the Persian Gulf theater. Given the currently 
identified number of hazards and disabilities, without corrsidering possible 
synergistic effects, it could well be years, and more likely decades if then, 
before science can provide definitive, indisputable mplanatiorrs. 

Former Secretary Jesse Brown recommended that the presumptive 
period for compensation for Gulf War veterans with undiagnosed illnesses 
be extended on March 7, 1997, President Clinton approved the 
recommendation and extended the presumptive period through December 
31, 20001. In doing so, the President stated, ‘Gulf War veterans who fell ill 
as a result of service to their country should receive the compensation they 
earned, ev«m if scienoe cannot yet pinpoint the cause of their illnesses.* 
Similarly, then Secretary Brown stated, ‘Gulf War veterans served 
honorably, and some are now suffering. It will take time for us to find all 
the answers, but until we do. we must provide them with the disability 
compensation they deserve.* I cannot agree more strongly. 

Recognizing that the termination date of the current presumptive 
period is approaching, I am now preparing legislation to provide a basis for 
granting claims for service-connected disability to those who served in the 
Persian Gulf theatre as well as those who were prepared to be deployed. 
While a number of details are now being finalized, I expect to introduce this 
measure in the very near future. Prior to introduction, I will invite all 
members of our Committee to become original cosponsors of this 
measure. 

In general, this legislation will provide a scientific basis for Persian 
Gulf compensation, but it does not presume that answers exist today to all 
the questions veterans still have about why they are sick. We cannot 
demand or mandate that science provide definitive, unequivocal answers 
to cause and effect questions within six, eight, ten or twenty years. How 
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long has it taken to leam about the consequences of human exposure to 
ionizing radiation? It has taken decades and there are still implant 
questions to be answered. In some cases, available science can make 
clear links to exposures. In other cases the evidence linking specific 
causes to specific conditions is more controversiai and in stili other cases 
there is little or no available science. In addition, some scientists have 
indicated that some agents may combine to create synergies that produce 
adverse health effects. To further complicate matters, existing data may 
not ailow inferences about causaiity to be made. 

As time passes, additional information may become availabie. For 
exampie, in 1997, six years after the war, the government pubiicly 
acknowledged nearly 100,000 U.S. ground troops may have been exposed 
to low level chemical warfore agents wheaan Iraqi munitions bunker was 
destroyed after the ground war had ended. What does this exposure 
mean? How long will it take to leam what it means? 

Whereas, the science does not always exist to link specific 
exposures to specific symptoms or medical conditions, an independent 
scientific entity should identify those symptoms or conditions that are more 
prevalent in the population of veterans who served in or prepared to be 
deployed to the Persian Gulf theatre than In a matched group of their 
veteran peers who were neither deployed or prepared to be deployed. 
Those symptoms or medical conditions, found to be more prevalent in the 
Persian Gulf veteran population should be presumed "service-connected” 
This does not necessitate a definitive link between a specific agent and the 
symptoms or diagnosis, but does provide a firm grounding in science. No 
less important, it also will provide Gulf War veterans who are suffering 
today - years after their service, the benefit of the doubt - a benefit which 
they have earned. 

Thank you, Mr. Chairman. I look forward to hearing from the 
witnesses before us today. 
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8. Denials of Gulf wer veterans' coopensatien claiBs attributable 
in any way to missing aadlcal records should be raviawsd and 
vatarans given tha benefit of any doubt regarding the praauaptiva 
role of toxic axpoauroa in causing post-var illnaaaas and 
disability. 
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OPENING STATEMENT OF 
REP. CHRIS SMITH (R-NJ) 

HOUSE COMMITTEE ON VETERANS' AFFAIRS 

FULL COMMITTEE HEARING ON RESEARCH RELATING TO 
PERSIAN GULF WAR VETERANS' ILLNESSES 

February 5, J998 

For mote than six years, there have been questions about the health conditions of 
Persian Gulf War veterans. The Committee on Veterans' Affairs has been diligent in 
investigating these concerns. In fisct, today marks the IS* time this Committee has heard 
testimony on this matter, and I expect that with the vigorous leadership of out Chaintian, 
Bob Stump, it will not be the last 

This Committee has also been at the forefront in formulating legislation designed 
to assiM Persian Gulf veterans. For example, through the woA of this Committee, any 
Persian Gulf veteran - whether sick or not - can now go to a VA fiwility for an 
examination and counseling. Also, a veteran v^o exhibits any condition which may be 
associated with the veteran's service in the Gidf is now eligible for priority care through 
the VA. Last year. Veterans Benefits Act of 1997 - signed into law in November - 
created a $5 million competitive grant program under which up to ten VA fiwilities would 
establish demonstration projects to test new approaches to treating, and improving the 
satisfiKtioa of Persian Gulf veterans suffering from undiagnosed illnesses. 

As Vice Chairman of the Nafional Security Committee, Chairman Stuttq> felt an 
obligatiao to attend the DoD budget hearing at which Secretary Cohen is testifying. 
Chairman Stump wanted this important hearing to go forward, however, and has asked 
that I open the proceedings. 
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About ms time l«ityMr,llieCoinmiHBelidd« haring to eac mii iieihe p rog ros of 
Fenian Gulf nteea-teialedReewciL Todqr.wefbiknrupantiiatiasaebybtingingm 
govcmnientofficiab, academ icia ns, mdar icn lwls to pwwide us IB update on what are 
hope is significant progte ss ow die past year. 


Fenian GnlfveletanS'iUnessa have laiseddifficuk scientific questions. Itisvilal, 
a ccord in gly, tiutt we gain the benefit of the insi^ of scientific and other experts who 
have studied these questions. 


We fealize that many important research studia are still underway and that our 
state of knowledge remains incomplete; however, real and accurate answers do not come 
ovemi^iL 


Residents fiom across my district answered the call and served in the Persian Gulf. 
Through my continued contacts witii them, 1 know first hand that many still suffer Grom 
u ndi a gn osed, service-connected illnesses. For instance, Mark Panzara, who my ofiBce has 
worked witii closely, still has undefined, nan-compensated medical problems with his 
kidneys, lungs, and liver. He still awaits answers to his grave concerns over depleted 
uranium eiqxisure. I ask the witnesses on the panels here today to address lor my 
constituent, and the many otfaera like him, what the government has learned in the past six 
years — and especially the past year - with respect to mqxisute to uranium. 


Along with Mark Panzara, thousands of veterans ate still suffering fiom illnesses 
that in many cases have no name or diagnosis. These veterans deserve to know that their 
government is doing its best to he^ diem, and I hope tiiat this beating serveh to 
underscore that this Committee will continue to provide aggressive oversight - and 
initiate appropriate legislation - relating to this serious matter. 


49-407 98 -3 
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I thank our witnesses for their testimony, and jMiticularly want to thank tiiote of 
you fiom the academic community, who have pven generously of your time as membeis 
of expert panels to help answer the pressing questioas that have brought us here today. 


In deference to our witnesses, some of whom have tight travel schedules, I would 
like to avoid interrupting this hearing to the extent potaiUe, and would aak menfeers' 
indulgence in the event there are votes diis aftemoonj^Fm the same reason, I aak that 
members refrain from making opening statement Without objection, any opening 
statements will be made a part of the record. Before calling our first panel, however, I do 
want to call on our tanking member for any opening remarks be may wish to make. 
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statement by Rep. Lula V. Qutlerrez 
Committee on Veterana' Affairs 
U.S. House Of Representatives 
February S, 1998 

Thank you Mr. Chairman. 

Your commitment to ensuring that this committee 

continues to honor its responsibilities to Guif War veterans is 

commendabie. 

I entered Congress in 1993. Since my tenure began on this 
committee that year, we have been iistening to and addressing 
the concerns of Guif War veterans. 

it has been five years. 

In this time, we have conducted an average of two hearings on 
this issue per year. We have heard from the Defense 
Department, the VA, even the CIA, and of course the President's 
Advisory Committee. 

Nor are we alone in this institution in pursuing a resolution to 
what can only be called a crisis of governmental inertia. 

Five years. Lots of studies, lots of paper, lots of questions. 

We have passed legislation to authorize the VA to provide 
compensation and priority medical care to the men and women 
who served in Desert Storm. 

We have expanded the qualification period for these benefits 
from two to ten years. 

These are very positive steps. These are signs of progress. 

But is has been five years and we are still left without an 
adequate ability and procedure to research these illnesses and 
provide presumptive compensation and quality care to all the 
veterans who came back from the Gulf sicker then when they 
left to defend our nation. 

For too many veterans the Gulf War still has not ended. 

We must respond now. 
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A little more than a year ago I challenged the members of this 
committee to seek a comprehensive approach to the treatment 
and compensation of the victims of Persian Gulf War Syndrome. 

I asked my colleagues to pass legislation that would give the 
benefit of doubt to our veterans based on statistical evidence 
suggesting a link between environmental risk factors and the 
illnesses suffered by these brave men and women. 

The statistical evidence is mounting, the clock is ticking and our 
veterans remain in need. 

I chalienge this committee again to achieve this goai. 

We should authorize and fund a program that will guarantee the 
presumption of service connection for all Gulf War veterans for 
injuries and ailments related to chronic nsuroigical and 
immunological diseases. 

We should fund an independent study into the causes and 
consequences of the multiple possible causes of these illnesses. 

We should ensure that epidemiological studies that f uily consider 
the statisticai connections between service in the Gulf and these 
illnesses are used to guide our policy. 

The VA has contracted with the institute of Medicine to conduct 
epidemioiogical research. But this research must be used to 
expand our care and compensation for veterans and not solely 
the knowledge of their suffering. 

These are the next steps we should take. 

We must end the waiting and rebuild trust. 

I believe one of the most important recommemendations issued 
by the Presidential Advisory Committee in their supplemental 
report regarded trust. 

Trust. 

The people of this nation simply do not trust that our 
government is doing all we can to inform and assist the veterans 
of Desert Shield and Desert Storm. 
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Without the trust of the American people we cannot resolve this 
crisis. 

We must regain the confidence of our veterans and all 
Americans. Only dramatic wholesale change of our response to 
Gulf War syndrome will achieve this goal. 

The Presidential Advisory Committee finds fault with the manner 
in which the Pentagon conducted their investigations of the Gulf 
War. 

They have joined others in calling for these investigations to be 
taken out of the Pentagon's harKis. 

If this is what is required to move this issue forward and regain 
the trust of the veterans of America than let us not hesitate to 
move in this direction and do so quickly. 

I am hopeful that this will finally be a year of action. 

Thank you Mr. Chairman. 
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StatMwnt of Rop. Corrln* Brown 

Pull Coonitto* Hoarlng/PwraiAn Oulf Votorana Xllnaaaea 
2/S/98 


Mr. Chairman I wish we could say that 
we have made some progress in treating 
the illnesses affecting many Gulf War 
Veterans, but I cannot. Just a few 
evenings ago, I heard yet another story 
of a Veteran, who just a few years ago, 
was in marathon shape, and who now 
has a body that's failing him in virtually 
all functions. 

I am glad that last year we were able to 
increase funding for research into Gulf 
War Veterans illnesses, but I also want to 


hear about the treatment. I am anxious 
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to hear from our invited guests, how the 
research will help the veterans, especially 
with becoming healthy enough to 
conduct normal every day lives. 

I also would like to find out about how 
coordinated our Federal efforts are in the 
research. I know that VA and DOD have 
several research initiatives, and I would 
like to get a sense that this is a 
coordinated research approach. 

One very important issue also of concern 
is how the VA is doing in processing and 
granting claims for Gulf War illness. I 
know that this was a very important 



priority of former Secretary Jesse Brown, 
and I would look forward to GAO's data 
about how these claims are coming along . 

I know that this is a complex issue, and 
I know that the this Congress and this 
Administration have listened to the 
veterans when they say that they are 
really sick. I believe they are really sick, 
and I will continue to charge VA and 
DOD with caring for them adequately. 
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REMARKS BY CONGRESSMAN FRANK MASCARA 
HEARING ON PERSIAN GULF VETERANS’ ILLNESSES 
FEBRUARY 5, 1998 

MR. CHAIRMAN, THANK YOU FOR GRANTING ME 
PERMISSION TO INSERT MY REMARKS IN THE 
RECORD. 

I REGRET I AM UNABLE TO ATTEND THIS 
IMPORTANT HEARING IN PERSON. SADLY, MY 
BROTHER AUGUST DIED YESTERDAY MORNING AND I 
MUST TEND TO FAMILY MATTERS. 

AS MANY OF YOU KNOW, A NUMBER OF MY 
CONSTITUENTS SERVED IN THE PERSIAN GULF 
CONFLICT AND SUFFER FROM GULF WAR ILLNESSES. 

ON SEVERAL OCCASIONS, I HAVE PERSONALLY 
GONE TO BAT FOR THEM, WINNING TWO WOMEN 
SOLDIERS SOME OF THE FIRST GULF WAR BENEFITS 


AWARDED BY THE VA. 
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LIKE MY COLLEAGUES, I HAVE BEEN TERRIBLY 
DISTURBED BY THE LACK OF DOD CANDOR ABOUT 
THIS MATTER. WHILE SOME PROGRESS HAS BEEN 
MADE, I THINK BOTH VA AND DOD OFFICIALS STILL 
MUST DO A GREAT DEAL MORE TO ENSURE 
ADEQUATE, COMPETENT RESEARCH IS BEING 
CONDUCTED. 

OUR GOAL MUST BE TO GET TO THE BOTTOM OF 
THESE ILLNESSES AND START OFFERING OUR 
VETERANS SOME SOUND TREATMENT AND HOPE FOR 
A HEALTHIER TOMORROW. 

I HAD AN OPPORTUNITY TO LOOK OVER SOME OF 
THE TESTIMONY AND I THINK DOCTOR CAPLAN’S 
RECOMMENDATION THAT AN INDEPENDENT AGENCY 
BE CHARGED WITH COORDINATING AND 
OVERSEEING RESEARCH INTO GULF WAR ILLNESSES 
IS A SOUND ONE THAT SHOULD BE ADOPTED. 
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HE IS A WELL RESPECTED AND RENOWNED 
MEDICAL ETHICIST CURRENTLY WORKING AT THE 
UNIVERSITY OF PENNSYLVANIA AND FOR THE SAKE 
OF OUR VETERANS I THINK WE OUGHT TO HEED HIS 
CONCERNS ABOUT LAPSES IN DOD’S INVESTIGATION. 

I MUST SAY I AM PLEASED WE ARE APPARENTLY 
GOING TO BE CONDUCTING A SERIES OF FOLLOW-UP 
HEARINGS THIS YEAR. IT IS OUR JOB TO KEEP ON TOP 
OF THIS MATTER AND TO MAKE SURE OUR VETERANS 
WHO SERVED SO ABLY IN THE GULF CONFLICT 
RECEIVE THE HEALTH CARE BENEFITS AND 
COMPENSATION THEY CERTAINLY HAVE EARNED. 

FOR THE SAKE OF ALL THOSE YOUNG PEOPLE 
FROM MY DISTRICT WHO SO WILLING HELPED OUR 
COUNTRY IN ITS TIME OF NEED, LEAVING BEHIND 
SMALL CHILDREN AND SPOUSES. WE MUST NOT 
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BACK DOWN FROM OUR DEMAND THAT BOTH DOD 
AND VA OFFICIALS TRULY PUT THEIR INTERESTS 
AND NEEDS FIRST. I. FOR ONE, INTEND TO KEEP 
FIGHTING TO SEE THAT IS THE CASE! 

AGAIN, THANK YOU MR. CHAIRMAN FOR 
LETTING ME SUBMIT MY REMARKS. 

-THE END- 
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Statement of Representative Helen Chenoweth 
Committee on Veterans Affairs 

334 Cannon House Office Building 
February 5, 1998 

Thank you Mr. Chairman. I would like to commend the 
committee for holding this hearing on diis important topic. 

I would like to thank the various members of the panels for 
their participation in this hearing and for their insight into this 
issue which is so important to oiu- Persian Gulf veterans. 

In light of the current situation in the Middle East and the 
continued involvement of American soldiers in Bosnia, it is 
more important than ever that our nation firm up its commitment 
to our men and women in uniform who make the sacrifices that 
guarantee freedom and democracy in places where it is 
threatened. 

It is important that we continue to investigate the possible 
and resulting symptoms of the conditions that our soldiers were 
subject to in the Middle East The issue of Gulf War Illness 
should not be swept aside or forgotten, especially when we 
consider that American troops could again be subjected to 
unfruniliar conditions in the firture. 

It is my hope that the VA, led by Dr. Kizer and Dr. 

Rostker, will continue to leid the way in determining the fiiirest 
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and most efficient ways for die VA healdi system to diagnose 
and treat veterans of the Persian Gulf. This includes the public 
availability of diets and a continual process of comment and 
input by the veterans themselves. I am disturbed by reports 
from my constituents that active duty personnel are not given the 
same opportunities as others to participate in the various Town 
Hall Meetings being held in various parts of the country. 

I would like to commend £)r. Caplan and the Presidential 
Advisory Committee, Under Secretary Kizer and Dr. Rostker, 
for their efforts to ensure that our veterans receive proper 
treatment and are rewarded for the sacrifices that they have 
made. I hope, Mr. Chairman, that the Advisory Committee, the 
Department of Defense, and the VA will continue to woiic 
together to come up with fair and just solutions for the health 
care of our veterans. Additionally, I am confident that research 
and investigation will continue so that we will learn more about 
Gulf War Illnesses and other disorders which affect veterans. 

Thank you Mr. Chairman, and thank you to the panelists, 
for yoiu* efforts on behalf of our Persian Gulf veterans. Please 
keep this committee informed as to how we can continue to 
provide quality care for our veterans. 
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Testimony of Arthur L. Caplan 

Trustee Professor and Director, Center for Bioethics 

University of Pennsylvania 

Philadelphia, PA 


It is an honor to have the opportunity to offer testimony to this committee. 
My name is Arthur Caplan and I am a professor at the University of 
Pennsylvania in Philadelphia. My field is ethics, specifically ethical issues 
in medicine and the life sciences. But, more importantly for this 
committee, I was a member of the Presidential Adviscny Committee on 
Gulf War Veterans’ Illnesses which completed its work last October 31st. 

I want to be clear that the testimony I am presenting, while based on my 
service on the Presidential Advisory Committee only represents my own 
views and opinions. I would not presume to speak for my fellow 
committee members. 

I am very, very proud of the woric that this committee did and of the 
devotion those who served with me on the committee showed in their 
efforts to examine why some veterans returned from their service in the 
Persian Gulf conflict with health problems, what might have caused those 
problems, what could be done to help these veterans, whether it was 
possible to determine a cause or causes fOT dieir illnesses and, what lessons 
the health and medical problems those who saved in the Gulf can teach 
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about future OMiflicts and dq>loyiiients in an age of techncriogical warfare 
fought in distant battlefields. 

I would like to offer my opinions to you about a numbo* of issues your 
conunittee must address. What needs to be done to find answers to 
questions about Gulf War Illness, what needs to be done to attend to the 
health problems of veterans from the Gulf War and what lessons must be 
learned and zealously rqiplied to future possible deployments in the Gulf 
or other areas of the world where American military personnel and support 
personnel might go. 

Mr. Chairman I feel obligated to begin my testimony to you by reaffirming 
something that our committee noted in its interim report, fmal repent, and 
when our tenure was extended in January of 1997 for another nine months, 
a special report There should be no doubt that some veterans returned 
home from the Persian Gulf War ill. Some of these illnesses are clearly 
service-connected. 

The questions of what exactly Gulf War Illness is has proven to be a most 
vexing one. No single set of syrrqrtoms, no classic presentation of 
conqrlaints has emerged which encompasses all of the health problems that 
veterans told us about in an extensive period of public hearings and that 
have been amply documented in numerous scientific studies and 
assessments. This has led to repeated {nonouncements over the years, to 
our committee and in the media that there is no such entity or disease as 
Gulf War Illness. But, the lack of a clearcut set of criteria that permits easy 
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diagnosis or a single cleaicut disease shared by all with complaints and 
ailments should not obscure or detract from the fact that some veterans 
became sick and some remain sick as a consequence of service in the 
deployment and conflict that cmistituted the Persian Gulf War. Gulf War 
illness is a very real phenomena. No one on this committee should doubt 
that for a moment 

The obvious question which follows is why did some veterans become 
sick. Mr. Chairman I spent many long hours reviewing scientific studies 
and overviews provided to us by a most conopetent staff. I listened to hours 
and hours of testimony from dozens of experts. I have had the opportunity 
to question many of those who served in the war and who came home with 
various medical problems about what they thought had made them sick. 
And I have heard testimony from representatives of scientific and medical 
professional societies, veterans organizations, scholars, researchers and 
experts in our armed forces and department of veterans affairs. While 
many have advanced hypothesis about this or that agent as being the factor 
responsible for Persian Gulf veterans’ illnesses including, pesticides, 
chemical warfare agents, biological warfrue agents, vaccines and pills that 
some trxx^ received to protect them against biological and chemical 
weapons, depleted uranium, oil frres, silica dust, fleas, cleaning agents, bad 
water, microtMal infections and stress, my own view is that ntme of diese 
factras individually was or could have been reqxtnsible fra: the scope or 
variety of illness conqtlaints that veterans have rqtorted. 
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The range of complaints and ailments, differences in the degree to which 
military personnel exposed to the same agents were effected by them, an 
absence of obvious patterns in the overall distribution of illness coiiqrlaints 
makes it most unlikely that any single agent or cause was responsible. My 
own opinion is that Gulf War Illness may actually constitute more then 
one illness which may have more then one cause and may also include 
illnesses brought on by exposure to multiple factors in the Gulf War 
environment. 

One factor on my list is worthy of special note-stress. Our committee 
called special attention to the role of stress as an important contributing 
factor to the problems that beset those who were in the Gulf. The 
identification of stress has led some to conclude that our conunittee feh that 
Gulf War Illness is all in the minds of veterans, that some vrterans must be 
making up their symptoms or that only those too weak, or frail or unfit for 
service would succumb to the psycholt^cal imqiact of deployment in an 
alien environment and exposure to condiat fought with terrible 
technological weapons. I want to state to diis committee that I find these 
reactions to the citing of stress as a contributing factor to Gulf War Illness 
absurd and at times offensive. 

Stress can effect health. This is a weU documented fact from both studies 
of animals and studies of human beings who work or live in s^sfiil 
environments. To pretend that stress is something that influences our 
health in peacetime but not in war is patently silly. 
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That said it is my qnnion that stress is one of a number of factras that 
probaUy ccmtributed to die illness synqitoms and disabilities that affected 
and still afflict many veterans. It is not the sole cause of Gulf War Illness. 

Nor is it even the primary contributing cause. It is sinqily one of a numbo- 
of factrxs that probably was at work in bringing about ill health in some of 
those who served in the Persian Gulf War. 

The obvious question that arises is what can be done then to determine 
answers to die questions of causation. Many of my coUeagues on the 
Presidential Advisory Committee w^ and remain cqitimistic that focused, 
carefully conducted, peer reviewed research will lead us to answers. The 
Dqiartment of Veterans Affairs, the Dqiartment of Defense, the 
Department of Health and Human Services, the President and this 
Congress have all been urged to review all available data and literature on 
the health status of veterans and to pursue clinical and basic science 
investigations into the causes of Gulf War Illnesses. These ate noble 
efforts. I am not sure they will give the answers that are sought 

The Gulf War was fought under unusual circumstances. Large numbers of 
reservists were called into action at a nq>id pace. For the first time many 
womoi served at or near the front lines. The war itself was prosecuted with 
lightning speed. Technology was deployed during this war that thankfully 
kept American casualties to an absolute minim um while causing great 
devastation to our enemy. Enviroiunental hazards woe omnipresent on 
the battlefield-some endemic to the desot environment, some brought 
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tbeie as a necessaiy coa^Mment of modeni tectanological warfare, some 
deliberately released into tbe environment in acts d ectdogical terrori sm 
by our enemy and some through accident or the nature of warfare when 
chemical weapons were put into tbe environment through their inadvertent 
destruction and release both in combat and in the effort to disarm the 
enemy after the most active part of the conflict had ended. 

American military posonnel entered into this new form of warfare with 
relatively little information having been obtained about their health prior to 
deployment Moreover, specific information on which individuals woe 
exposed to paiticular hazards is almost impossible to obtain. 

To think that it is possible to pinpoint the causes of illnesses, note the 
plurals in both cause and illness, is in my view optimistic. To believe that 
simple answers will be obtained whatever the elfcxt given the passage or 
time is in my view exceedingly optimistic. 

The definitive answer to the question of why did some veterans become 
sick may never be forthcoming. What should be finthcoming however is a 
an unwavering commitment from this Congress and this administration to 
provide the health and disability benefits to all those who became sick 
when they came back from the Gulf. In the face of uncertainly doubt must 
be resolved in favor of the veteran. 
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Should the hunt fw causes thm be id)andoDed? Is the mystoy Gulf 
War Illness a harsh reality to which diis Gmgiess and the American 
pec^le must simply resign themselves? No. 

The Gulf War has a lesson to teach us. As the Presidential Advisory 
Coimnittee noted in its final and special rq)orts and as I will say to you 
even nine firmly today, the single oKist important lessen of the Gulf War 
is diat the only way to prevent another tragedy is to redouble our efforts 
into research to establish the health effects of the agents and factevs that 
were in play in the Posian Gulf Theato:. We must study the long-tom 
health effects of exposure to pesticides and chemical warfare agents and oil 
fires. It is essential to understand nxxe about the effect of stress and 
depleted uranium and pyridostigmine bromide pills on the human body. 

Just as irrqxKtant it is vital that Congress insist tiiat the armed services and 
the Dqiartment of Defense make a concerted effcat to establish unifevm 
standardized policies fix' predeployment in dq>th health assessments as 
well as demobilization policies. Ibese did not exist at all in Desert Sbxm 
and Desert Shield. Despite the injunction that health monitoring and 
assessment receive a top priority fi?om the military in an era of 
technological wars fought rapidly in alien environments in all of the reports 
issues by the Presidential Advisory Committee this has not h^>pened. 
There still is insufficient attention to issues of adequate i^ysicals, in d^>th 
health assessmoits for a sample of active and reserve troops, 
cottqxehensive and usable reoxds, standardizatirm of medical infixmatirxi, 
storage of tissue samples for assessment (xe and post a conflict, adequate 
monitoring of vaccine use and other preventive measures fix deployed 
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troops, envircximental monitoring and sampling of the iMttlefield and 
deployment areas, or standardized follow up assessment for demobilized 
forces and personnel. The experience in Bosnia should alert anyone who 
cares that the steps needed to avoid the need to create another commission 
and to convene another set of hearings about yet another spate of 
mysterious illnesses post a conflict in the Persian Gulf m othra' combat 
theater have not been taken. 

It is also the case that chemical warfare detection equipment deployed in 
the Gulf War did not w(xk as expected. An thorough investigation of vriiy 
this was so and what is being done to improve monitoring and surveillance 
in this crucial area is a crucial responsibility for this committee and 
Congress. 

There is little glamour or glory in epidemiology. No one has ever been 
awarded a medal for coming up with a useful system for recording that 
health status of soldiers pre and post a conflict. But that is partly because 
no nation has faced the prospect of war using the kinds of weapons at our 
disposal deployed at a pace and with a fiuy unrivaled in human history. 
Modem warfare requires that every effort be made to assess the cost of 
conflict after the actual battle is fought Until that lesson is learned, until 
Congress insists that the lesson be applied, the danger continues to exist 
the questions why some who serve in contemporary conflicts return sick, 
ill or disabled and what might be done to prevent their illnesses will remain 
unanswerable. 
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S drtcMCB t «f I ki—lit Mi Wi t a , MJ). 
Natioul Acadeay of Sckacca 
laattate of Medkiae 
totte 

Coauaittoc oa Vetataas’ Aflain 
Hoom of RqtracalalivM 

Fcbnuuy5,1998 


l>fc. Chainnaii.memberaofdiccwiiiiuttee, my name is Donald MattisMi. lam 
Dean of the Graduate School of Public HeaM> of the University of Pittsburgh and Chair 
of die Institute of Medidne’s Board on Healdi Pranodon and Disease Pievendim. I am 
accooqianied today by Dr. Dan Blazer vdio is Dean of Medical Education at Duke 
University Medical Center and Chair of the lOM Committee <m the Evaluation of the 
Co mp rehensive Clinical Evaluation Program for Persian Gulf veterans. Weqipieciate 
die opportunity to provide testimcmy to you regarding a new lOMstndy. This study will 
evaluate die available adendfic and medical literature regarding an asaodatian between 
exposures during the Gulf War and potential health efiects as eaqierienced by Persian 
Gulf veterans. As requested, I will also briefly review the findings of the recent lOM 
iqiott which esamined the adequacy oftfaeDqiattmeat of Defense’s (DoD) 
Conqadiensive Clinical Evaluation Program (CCEP), and bow those finding s relate to 
siniilar p ro gram s administered by the Department of Veterans’ Affiurs (DVA). Dr. 
Kenneth Shine, President of the lOM, regrets that he is unable to attend diis hearing, 
however, he will make himself members of the Institute, and staff available to provide 
infimnation and testimony to the committee as necessary. 
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The DVA has requested tint lOM conduct a con^ariNOStve review oftiie 
available sdeotific and medieal literature r^arding the assodation between e]qx>sures 
during tile Petsian Gulf War and advene heahfa e£Bscts experienced by Persian Gulf War 
Veterans. This stud^ will be ccuiducted by a ccHnmittee of eiqierts drawn fiom a broad 
range of public heahfa, scientific, and medical fields. Based on its review and finding s, tin 
committee wilhabo make recoiiuneiidatioiB'fin'iBUitiDnHfsciBiitifiirstudies to resolve 
areas of continued scientific uncertainty related to health consequences. 

The lOM plans to conduct the study in tiiree jtiuoes. During the first {diase, the 
committee will develop criteria by which qndfic eiqiosures and adverse health outcomes 
are to be chosen fiir study. The committee will review different types of researdi 
findings in the scientific and medical literature, for exanqile, data fiom animal studies, 
occupational eiqiosures, and epidemiologic studies. They will conduct a review of tin 
litoature r^sarding prototypic exposures in order to develop methods fin analysis and 
synthesis of findings. Scientific evidence concerning association of exposures and health 
effects will be examimd. The conunittee will consider tin strength of tin scientific 
evidence and tin ^ipropriateness of tin methods used to identily assoc i ations; the 
exposure levels of tin study populations in conparison to tin Gulf War eiqxisures; and 
vrinther there exists a plausible biological mec hanism for a causal relationship between 
the exposure and the manifestation of a health effect 
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During Ae Mcond phase of die ibidy. Ae fcmaiiiiiig eiqiosuies will be adgect to 
review and analsrsis. The final phase, to be oondncted every two to three yean, will 
update die Iherature reviews and the assodalions that have been identified between 
exposures and advene lieatdioatooaies. It is assumed diat the lOM will begin dus 
project in die Spring of 1998 and oonqdele die first phase I 9 ^uing of 2000. 

1 would like to fiicus now <mi the finding* of die recently rdeaaed lOM rqiort 
evaluating die adequacy of die Com p rehensive Clinical Evaluation Program (die CCEP) 
administered by the Department of Defense, and how die rqmt findiiigs relate to siinilar 
p ro g r am s administw ed by die DVA. I have ^ipended a omqdete set of recommendatimis 
of the conunittee to my testimony hut would like to summarize some of the findings for 
you. The charge to die lOM oommittBe conducting die evahialkMi was to examine die 
adequacy ofthe CCEP diagnoadc protocol as it rdates to ill-defiiied and difficuh-to- 
diagnose conditions, and to stress and psychiatric disonlers. 

The com mi ttee chose, based upon an ex a min a tio n ofthe conditions described as 
difficuh-to-diagnose or ill-defined, to refer to dus plectrum of illnesses as medically 
unerqilainedsynqitom syndromes. MedkaDyuneiqilainedqnniitmn syndromes are oflen 
associated widi dqxessitm and anxiety, yet diis does not imply that the syndromes are 
psychiatric disorders. In addition, stress is a migor issue in the lives of patients widiin 
this spectrum of illness and is a component of the patient’s condition that can not be 
ignored, ^th medically imeiqilaiiied symptom syndromes, the potential fin stress 
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prolifention U great among both fce perion d eploye d to the Penaa Oulf and fce fimiily 


membefs. 

Reaeaich has diown tint itresaon hcve been anodaied wifli dquMtiaii, 

substance abuse, and various pl^sicalhealtii problems. Those tie|riiqnd to tin Gulf were 
exposed to a vast array of difiereat stressors tint cany witii them tinir own potential 
bealtboonaequenoes. Itwastincondutie B o ftin ceaMnitts»<faat.^casesutoea- 
diagnosis cannot be identified, treatment shoidd be targeted to specific s yu ytoms or 
syndrwnes (e.g^ fttigue, pam. d ep r ess io n) ." The committee also m oniTunend e d tint 
“providets acknovdedge stressors as a legitimate but not necesssrity tin sole cause of 
ttiiyaical sym p toms and condttiom” and tint provideis should be e d u c ate d to tin fint tint 
“condhioiis related to stress ate not mcessarily psyduatric conditions;’’ 

There is amtinr muMmittBw of tin ICMd tint is currently cogqdeting its evaluation 
of tin DV A Persian Oulf Regiatty and Ihiifbtm Case Ass e ssm e n t Protocol fin Persian 
Oulf veterans. Dr. Blazer is a rmmberoftintoMntrtitteevdioae charge is mudi broader 
dun that of tin CCEP corrunittee because it imhides an examimtion of tin adequacy of 
(1) tin protocol, (2) hs irtqdemeatation and adminiattation, (3) outreacfa efiforts to infixm 
veterans ofavailable services, and (4) education of providers. The final rqwrt is due to 
be released in March of this year. We would be pleased to share copies of tin rqxrrt witii 
you as soon as it is available. 


Thank you for this opportunity to address the conunittee. Dr. Blazer and I would 
be pleased to answer any questions you may have. 
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DomU R. MD, MSc. 

Ma^apUcal Skalcfe 


Dr. MtfdioB is GOBeaitjr Don Qtadoate School (rf’PnUic Heatifa at tfie 
UnhmiQr (rfPiMhoqjL IBs medical speciatQr is ohat e tr ha/ gyneeology and he ia 
partkiilatly in l CT ested in reproductive a^de v e to p m ensal toxicology; humsii risk 
assess m ent nuclear magnet rean ii a ii ceimsgmg and spectioacopy. Hehasnnmetous 
publications and has served on the e&tocial hoards of die jownsIs-Rish Analysis (498gX 
De v e lo pmealalP h s rniaoo l o gy and Ihen^tentics (1987), RepsoducliveToxioology 
(19S7), and Pediatiic P h a rmaco l o gy (t9M47). 

Dr. Mattiaon now serves as Chair ofthe Board on Health Promotion and Disease 
Prevention of die Institute of Kfedicine. He was formerly a member oftiie Board on 
EnvitomneaSal Studies and Toxioology, NAS/NRC (1986) and of tire Semiconductor 
Industty Science Advisory Panel (198^ Dr. Mattiaon has received no federal grant or 
contract relative to the subject matter of the testimony during the current or previous two 
fiscal years. 


Dan G. Blaacr, n, MJ>i, PhJ>i, MiP A 
BlagraphiealSkalch 

Dr. Blaner is currently Dean of Medical Educatkm and Professor of Psychiatry 
and Community and Family Medidne at DulKUnivasity Medical Center. Hismedical 
qwdalty is psychiatry and he holds a PliJ3. in qndemiology. His primary research 
inteieats ate psychosocial qiidemiology and geriatric psychology. Dr. Bhoger has served 
on the editoeial boards of nnmerous joucnals includiii g Conteas p ocaty Psychiatry (1980- 
1988), Behavior, Health and Aging (1989-piesentX and American Journal of Psyduatry 
(1992). Ife has poUished extensively. 

I>. Blaster is Chair of die Institute (rf hfedkine Committee on the Evaluation 
file BoD C ompr e h e n s i ve Clinical Evaluation Progr sa a, serves on file lOM Committee on 
tim Evaluation of die Persian Gulf Registty and Unifisni Case Assessment Protocol, and 
is a member ofdie Board ofdie Medical Follow-up Agency ofthe lOM. Dr. Blaster has 
received no Federal grant or contract relative to the subject matter of the testimony during 
the current or previous two fiscal years. 
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fauttete •f McdkfeM 

Fcdcnd CoBtract* Rclslcd to TMteMgr SiAJcct Matter 


Tbe Institute of Medkiiie, Divisioii of Health Pioniotiaa and Diaeaae Prevention bas hdd 
two federal contiacts during die cuRcnt and previous two fiscal yean related to die 
subject of die testimony. The first was a cootmetfiom die Department of Defense for die 
purpose of evaluating die ConqaehensiveClmical Evaluation P r o gram fiirPewim Gulf 
veterans as regards die adequacy ofhs diagnostic evaluation for (l)difBcult-tD diagnose 
and ill-defined conditkms, stress and psychiatric diaofdeiB, and (3) health problenis of 

veterans who may^havebeai exposed to lo w le vels of n erve agents. The total amount of 
die ccmtract was $473,000. The second OMitract was fiom die Dqiartoaent of Veterans 
Affidrs fiv the purpose of evaluating the Persian Gulf Regisiry and Umfinm Case 
Ass e ssm e n t Protocol. The total award vns $280,815. 
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Execntive Sammaiy 


On August 2, 1990, baq invaded Kuwait Widiin 5 da^ die lAiited States 
had begun to depk^ troops to die Penian Gulf in Opention Desert Shield. In 
Januaiy 1991, UN ooalito forces b^an intense air attacks against the Iraqi 
forces (Operation Desert Stonn), on Fdjruary 24, a ground attack was laundied 
and widiin 4 days, baqi resistance crumbled. Abnoat 700,000 US troops 
paiti cq iated in the Persian Gulf War. Following die figbdng> die number of US 
personnel b^an to decline rqiidfy. 

Most troops returned home and resumed dieir normal activities. Widini a 
rehdiveiy short time, a number of diose udio had been dqiloyed to the Persian 
Gulf began to rqiort healdi probkins di^ believed to connected to dieu' 
dqilpyment Thoe problems included the ^mptoms of fotigue, memory loss, 
severe headaches, muscle and joint pain, and rasto. 

In 1992 die D q w tUn e ut of Veterans Afbirs (VA) developed a Persian Gulf 
Ri^iatiy to assist in addressing questions about bealtfa coocems of Persian Gulf 
veterans. Exposures, particularly diose associated widi ofl well foes, were 
included as part of the history tddng. ^ 1994, widi condmuiig concern about 
potmtial healdi consequences of service m the Persian Gul^ the DqiarUnmit of 
Defense (DoD) implernented a clinicd evahiatkm p ro g ra m similar to die VA’s 
and tunned it die Comprehensive Clinictd Evaluation Program (CCEP). 

Also in 1994, DoD asked the bistitute of Medicine (lO^ to assemble a 
group of medical and public health experts to evaluate the adequacy of the 
CCEP. This committee concluded dirt atlfaougb overall ‘‘the CCEP is a 
comprehensive effort to address die clinical needs of dw diousands of active- 
duty personnel who served in the Gulf War,” specific recommended changes in 
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2 ADEQUACY OF THE CCEP: A FOCISED ASSESSMENT 

die protocol would he^ to incnase its diagnostic yield. (See ^tpendix D fix' a 
complete set of lecommendadoiis.) 

Late in 1995, DoD asked the lOM to continue its evaluation of the CCEP 
widt qwcial attention to tbe adequacy of tbe protocol as it related to (1) 
difiBcult-to-diagnoae indiviAials ai^ diose widi ill-defined ctmditkms; (2) die 
diagnoeia and treatment of patients widi stress and p^chiatric conditkms; and 
(3) assessmoit of die healdi problems of those who may have been eiqiosed to 
low levels of nerve agents. It is important to note what was not included in the 
committee diaige. It was not die committee’s diaige to determine vdietfaer tx 
not there is such an entity (or entities) as “Persian Gulf mness” ncx was it diis 
committee’s diarge to determine vdiedier or not there are kmg-term healdi 
effects fixxn low-level esqxiaure to nerve agents. These questions are more 
properly the subject for extnsive scientific research. 

Given the urgency surrounding the last question— the healdi probtems of 
individttab widi possible exposure to low levels of nerve agents — die committee 
addressed diis issue first a^ separately, releasing its rqxxt. Adequacy of the 
Couq/rehensive Clinical Evaluation Proffran: Nerve Agents, in ^xil 1997. 
The committee concluded that ahhou^ the CCEP ctmtinues to provide an 
appropriate screening approach to the diagnosis of disease, certain refinements 
would ohance its value. A complete set of recommendations is found in 
Appendix F. 

To conqilete the remaining portions of its charge, the committee convened 
two workshops on the relevant topics, heard presentations, reviewed written 
material, and received comments fiom leading scientific and clinical experts, 
r epre s e n t a tives of DoD and die VA, die Presidential Advisory Committee, die 
General Accounting Office, and representatives of veterans grmqis. 

A great deal of time and ^ort has been expended evaluating DoD’s 
Cmnpteliensive Clinical Evaluation Program. It has been reviewed by the 
Ptesident’s Advisory Committee, the General Accounting Office, die Office of 
Technology Assemment, die Institute of Medicine, and mai^ other 
organizations. As more b learned, it becomes easier to focus on the kinda of 
questions die CCEP should be — t™E As Dr. Pendope Keyl said in her 
workshop presentation on the development of good screening Instruments, 
progress made over time will necessitate new generations of screening 
instruments. This does not inqily that die first instrument developed is bad, but 
rather that time leads to new knowledge, udiicfa leads to the ability to inqxove 
the instrument 

Such is the case with the CCEP. Over time, the CCEP and other p ro g r am s 
have generated infixmation that has increased our understanding and led us to 
focus on areas of importance for diose concerned about die health consequences 
of Persian Gulf deploymoit This information has enabled us to take a closer 
look, to make a more thorou^ examination of the syston, and to identify areas 
in whidi change will be of benefit The committee believes that such chimge is 
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EXECUnVE SUMMARY 3 

heallfay, that it feflects growlii, and dutt ft ahoold be 8 nabnal p«t of aqr q^Btem 
having as one of fts goals die deliveiy of hi^i-qiialfty healdi can aervioes. 

Qiange also oocun wtdi individiials. It may be that as time passes ornew 
infonnation is nkased, some of diose who have abeady participated in the 
CXZEP will develop new concerns or proUems. The committee ho^ that D(d) 
wiU encourage tfam individuals to letnm to the CCEP fbr fiitdm evaluation 
and diagnosis if diey so desim. 


CONCLUSIONS AND RECOMMENDATIONS 
hfedkally Unexplained Symptom Syndromes 

The committee spent time deUberating on thepncise meaning of “difBcuft 
to diagnose” or "ill defined” as a description of a category of conditions. 
DifBcuft to HwgnriM is genmally used to dncribe a condition fx vdiich qiecial 
expotise is required to arrive at a diagnosis, but some of the conditkms under 
consideration ^ not require such expertise. Chronic firtigue syndrome (CFS), 
fibrmnyalgia, and muft^le chankal sensitivity are symptom complexes that 
have a great deal of overlap in the symptmns present in each crmdition. lliey 
are symptom-based, witiiout objective findings. However, tfa^ are actually 
fiurly well defined by operaticmal crftaia, even if they are medically 
unoqilained. Despite ^ ^ that they are medically nneiqilained, tfa^ may 
cause significant inqiairment, and they are cmditions that are better undostood 
through time (i.e., adequate evahution of tiiese disorders requires a longitudinal 
pe rsp ec ti ve that includes knowledge of previous snvices and reqxmses to 
treatment). The committee decided, therefore, to leftr to this qiectrum of 
illnesses as meeUccify vnexpk^ned sympiom syndromes. This qiectrum of 
illnesses may include those whidi are etiologically uneiqilained, la^ currently 
detectable patiiophysiological changes, and/or cannot curnm^ be diagnostical 
labeled. 

Medically unoqilained symptcmi syndromes are ofioi associated witii 
depression ^ anxiety, yet this does not inq^ that tiie syndromes are 
psychiatric disordos. There remains a drtiate about how to distinguish tiiese 
syndromes fiom psydiiatric diagnoses. However, since most of the 
recommended treatmoits fiir medically unoqilained synqitom syndroimes 
overlap witii tiie {tiiaimacological and bdiavic^ treatmoits for ptydiiatric 
diagnoses, the committee believes that ft is inqiortant to identify and evaluate 
the symptoms associated with tiiese conditions and tiioi treat tiiose symptoms. 

• The committee recommends toat when patioits presenting with 
medically nnexplained symptom syndromes are evaluate^ the provider 
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■Mst have aceen to the toll aad eoaplete rndkal record, tadadiag 
previoae aae of aerviees. 

In die area of medically mieqilained symptom syndromes, it is sometimes 
not possible to airive at a definitive diagno^ It may be possible, however, to 
treat die presenting complaints or symptoms. 

• The committee recomamida that in cases where a diagnosis caaaot 
be Meatilied, treatment shonM be targeted to specific symptoau or 
qrwlroBMS (e.g,, tottgac, paia, dqnesaion). 

• The comayttee recommends toat the CCEP be cncoaraged to ideatuy 
patteats in this spectram of ifiaesses cariy in the process of their disease. In 
additioB, prinmry care providers shoald identuy the pattmts’ ftractioaal 
impairmeats so as to be able to saggest treatments that wfll assist in 
improving these dimbilities. 


Stress 

Stress is a major issue in the lives of patients within this spectram of illness. 
Stress need not be kxdced at so much as a causative agent, but rather as a port of 
die condition of die patient that cannot be ignored. Widi medically unesqilained 
synqitom qmdtomes, die potential for stress proliferation is great among bodi 
person deployed to the Persian Gulf and the femify members. 

Research has shown that stressors have been associated widi major 
dqiresskn, substance abuse, and various {diysical healdi problems. Those 
deployed to the Gulf were exposed to a vast array of difRrat stressors that 
cany widi diem dieir own potential healdi consequmces. The current collection 
of exposure mfocmatkin does not adequately address an investigation of 
traumatic events to udiich die dqiloyed stddier may have been eiqiosed. In 
addition, media attentian and iqwrts the mOitary to Gulf War veterans that 
toxic exposure could have occurred are very stressfol events. The stress 
assocuted widi these rqiotts needs to be recognized and addressed. 

• The comayttec recommends that the CCEP contain questions on 
tranamfic event exposures in addition to the exposure informatioa 
currently being collected. This would indade the addition of open-ended 
questions that ask the patient to list ttie events that were most upsetting to 
him or her while deployed. Positive responses to questions regarding such 
events, as weD as to other exposure questions, should be pursued with a 
nerratfiw Inqubyt which would address such items as the specific nature of 
toe exposure; the dnratoia; the fireqncacy of rqietition; the dose or 
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EXECUTIVE SUMUARY 5 

iateasHy (if appropriate); whether the patkat was taUag protective 
measares aad, if so, what these measarcs were; aad the syaiptoau 
aiaaifcsted. 

• The comaiittec reeoaiaieada Oat DoD providers ackaowiedge 
stressors as a iegUfaaate bat aot aecessarily sole caase of physical syaiptoau 
aad cooditioos. 

Evoy soldier vdio goes to war will be subjected to miyor disturbing events 
since war involves death and destiuctioa. Hiere are certain jobs undertricen in 
the midst of war that, by their very nature, result in high stress (e^ grave 
registration duty). The effect of stress associated widi these jobs can be 
mitigated if appoadied properly. Simh efforts, however, require time firr die 
provider and the padeat to interact It is not possible to hmd die patknt a 
pamphlet or a questionnaire and expect that all necessary informatkm will be 
revealed or understood. 

• The committee recommoids that DoD provide special training and 
debriefing for those who are ei^aged in high-risk Jobs such as Jobs 
associated with the Persian Golf experience. 

• The committee recommends that DoD provide to each abont-to-be 
deployed soldier, risk or hazard communication that is well devdopcd and 
designed to provide information regarding what the individnai can expect 
and the potentially traumatic events to which he or she might be exposed. 

• The committee recommmids that adequate time mast be provided 
during initial interactions with patients hi the CCEP in order to insure that 
all pertinent information b forthcoming. 


Screening 

Dqxession b a condition that is commoo in primary care, hfost individuab 
who aqierioioe depression continue to function, but if tiiey are left untreated, 
their condition nuy deterkxate. Unlike many of tiie medicalty unexplained 
symptom syndromes, there are accqited and effective treatmenb to depr^on. 

• The committee recommends that there be increased screenfaig at tte 
primary care level for depressioa. 

• Every prtanaiy care physician should have a sbnple standardised 
screen for depression. If a patimit scores in the significant range, thb 
person should be referred to a qnaUfied mental health professional for 
Anther evaluation and treatment 

• If depression ta identified, there has to be more questioning on 
exposure to traumatic situations. 
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• The eonnittee ncoauiCBda that aay iadlvidnal who rqMWli aay 
iigniflcaat symptoau of poettraaBiatk ttnn disorder (PTSD) aad/or a 
signiflcaBt traoDiatie stressor shoold be re f e r red to a qaaUlled aeatal 
health profesdonal for Itarther evalaatloB and treataiettL 

Substance abuse or misuse problems are pravaknt in primaiy care. In 
addidon, individuals under stress and/or with moeeated dqnesskm or medically 
uneiq>lained symptom syndromes may be at increased risk for substance abuse. 

• The committee recommends that every priasary care physician have 
a simple, standardized screen for substance abnse. Every individnal who 
screens positive should be rdiemd for fturther evaluation and treatment 

Ihere are certain areas in which baseline assessments are of immense value 
in the clinical evaluation of an individual patient’s status (e.g., pulmonary 
function and neurobdiavioral testing). Oumges in neurocognhive and 
poi|riietal nerve fimctkm are measured ty oonqMring the individual’s current 
status to a baseline measure. Individual baseline infoimatkm is necessary 
because the vmiability across individuals is too great to identify a gmenlized 
“nonnal” screening level 

• The committee recommends that DoD explore the possibilify of using 
nenrobehavioral testing at entry into the military to determine whether it is 
feasible to use such tests to predict chatqte far ftmctioning or track change in 
ftmction during a soldier’s military career. 


Program Evaluation 

Most patients in the CCEP receive a diagnosis after completing a Phase I 
examination; some are re ferred to Riase II for evaluation; and a few have gone 
on to p arti ci p a te in the program at die ^wdaiized Care Center (SCC). 
Infoimatkm presented to tte committee indict that there is great variation 
across r^ons in die per c entage of patients edm are HiagimawH with primary 
psychiatric diagnoses and medically unesqilained ^mptom syndron^ A 
determination afaould be made as to ndiy this variation exists. Although thoe 
may be numy reasons, one explanation could relate to die consistency widi 
which procedures fm diagnosis and refe rral are implemented fiom fedlify to 
fecility. 

• The comarittee recommends feat an evaluation be condncted to 
examine (1) fee consistency wife wkich Phase I examinations are condncted 
across fecilities; (2) fee patterns of referral fkom Phase I to Phase 11; and 
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(3) the adeqaacy of treatoMat provided to eertala catcfories of pafieats 
where there b the potcatial for great impact oa patteat oatcomee whea 
effective treatmeat ii readered (c;g^ deprenioa). 

The see has provided evahiatkm and treatment to 78 patients since it was 
begun. A great d^ of effort and tiioag^ has gone into tte development of a 
p ro gram designed to he^ die patient understand his or her conditions and 
engage in behavion most likely to result in inqaovement The committee was 
asked to assess tiie efifectivmess of tiiis center, but realized that such an 
assessmoit depended on a number of foctors that have not been well defined. 
What is die god of the center— is it treatment, research, or edneatkm? Shoulda 
major consideration in the center’s evaluation be cost-effectiveness? Sioulddie 
numbers of those receiving care be taken into consideration and, if so, udiat are 
the bonien to patients accessing diis level of care? What is die triage process 
by udiich individuals get referred to the see? 

• The committee recommends that a short-term (perhaps 5-ycar) plan 
be developed for the SpedaUzed Care Center that wonid specify goab and 
expected onteomes. 


Coordination with the VA 

Given dut many now receiving services in the DoD health care system will 
eventually move to the VA heahfa care syston, it is important for there to be 
good communication between DoD and the VA. This may be particularly true 
in the areas of medically unexplained symptom syndromes and psyAiatric 
dismders, vdiere accurste diagnosis and/or assessment of response to treatment 
is important for positive patient outcomes. 

• The committee recommends tiiat DoD explore ways to increase 
commnnication with the VA, particnlarty as it relates to the ongoing 
treatment of patients. 

Both providets and patients would benefit fiom increased educational 
activity r^arding Persian Gulf healdi issues. Provider turnover widiin DoD is a 
fiKtor that must be taken into ctmsidastion ndien examining the special healdi 
needs and concerns of active-duty personnel vtiio were dqilpyed to the Persian 
Gulf. Aldiough efforts to edut^ providers were extensive at the time the 
CCEP was implematted, 3 years have passed and many new providers have 
entered the system. These i^vkfaials should be oriented to die special needs, 
concerns, and procedures involved, and all providers should be updated 
regulariy. 
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Tbe VA has developed a mimber of ap p ro ac h es to provider edncatioB 
which could serve as useful models. Intenc^ satellite tele co nference s are 
available for medkal center staff to discuss particular issues of concern. The 
VA conducts quarterly national tele|feooe c on ference calls, directs periodic 
educational maiimg a to Persian Gulf R^istiy providers in each health fecility, 
and condncts an annual ccmferetKe on the hea^ consequences of Persian Gulf 
service. 

In addition to providers, there is a great need for education of and 
cmnmunication with individuab (and their femilies) vriio woe dq>loyed to the 
Gulf These individuals are concerned about the potential impact of Persian 
Guif dei^oymeat on their heaUfa, whedier or not dieir heaUfa concerns will affect 
their milituy careers, their ability to obtain health insurance once they leave die 
service, and a number of other issues that need to be addressed. 

• The committee reeommcnds that DoD examine the activities and 
materlab for provider edneatioa developed by the VA to determine if some 
of the itenu might be nsed as edncatioBal approaches for DoD providers. 

• The committee reeommends that DoD mount an effort designed to 
educate providers to the feet that conditions related to stress are not 
necessarily pqrchiatric conditioas. The committee recommends that 
depression be a topk of education for all primary care providers, with 
emphasta on die feds that depiemion ta common, it b treatable, and 
indlvldaab who experience depieesioa can coatinne to fenetion. 

• The committee recommends that CCXP information be nsed to 
develop case studies that will help educate providers about Persian Gulf 
health problems. 

• The committee reeommends that DoD develop approaches to 
communication and education that address the concerns of indhidnab 
deployed to the Persian Gulf and their families. 

Determining the etiology(ies) of health problems experienced by those 
dqiloyed to the Persian Gulf War may not always be possible. However, it b 
poarible that treatment can be provided for many of the symptmns or conditions 
associated with some of these problons. The committee wishes, therefixe, to 
emphasize the importance of adequate assessment of medically uneiqilained 
symptom syndromes and of traumatic event csqwsuie, as well as screening for 
dqumsion and for substance abuse. Such additiems to the CCEP will enhance 
hs ability to identify and, ultimately, treat the health problems being 
experienced by those who served in the Persian Gulf War. 

Table 1 provides a summary of the committee’s leconunendations. 
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TABLE 1 SunmiaiyofCoiimiiOeeRecoBimenclMioiw 

Topic Reco mm e n doflon 

Medically imexiriained • The provider evahiatfaig llieae palicals mut have access 
symptom ^ndromes to the ccotoietomedkal record inclodiiig prior HeabBenL 

• Rather than attempthig to fit a tiestment to a diagnosis, 
treatment should target specific qmiptoiiis or qmdromes 
(e.g., pain, fttigue, depression). 

• A patient's functional impairments should be identified 
early to fiKilhate treatment 

Stress • The initial CCESP examination should indude questions 

r^arding traumatic event exposure. Any positive re^Mmse 
should be followed up with a narrative inquiry. 

• Stresson must be admowkdged as a legifimate but not 
necessvily sole cause of physical siymptoms and 
conditions. 

• DoD should provide special training and debriefing for 
those engaged in high-risk jobs during dq>loyment, e.g.. 
graves r^istration. 

• DoD should provide risk or hazard communication to 
each about-to4>e deployed soldier. 

• Adequate time must be provided for provider/patient 
interaction durii% CCEP examinations. 

Screening • There should be increased screening for dquesskm at the 

primary care level. 

• Every physician should employ a simple, standardized 
screen for deiuession (e.g., BDI, Zung Scale, CES-D, 
IDD). 

• Patients who screen positive for depression should be 
refetied for screening, fiuther evaluation, and treatment 

• Patients diagnosed wifo depression should be 
interviewed regarding traumatic exposure. 

• Patients identified wifo any significant PTSD symptoms 
and/or a significant traumatic s tresso r should be referred to 
a qualified mental healfo professiooal fat furfoer 
evahution and treatment 

• Every physician should employ a siiiq>le standardized 
screen for substance abuse (e.g., CAGE, brief MAST, T- 
ACE, TWEAK, AUDfT). 

• Every patient who screens positive for substance abuse 
should be referred for fiuther evaluation and treatment 

• DoD foould explore fimsibility of neurobehavioral 
testing at entry into military for usefiilness in measuring 
change in fimction. 


Continued 
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TABLE 1 Continued 

Topic RecommeadKioa 

Prognm evahiatioa • An evihiatioa Aould be conducted to examine: (l)tiie 
consistency M Phase I examinations across firoilitie^ (2) 
die patterns of lefenal progr a m fiom Phase I to Phase D; 
and (3) the adequa^ of treatment provided to certain 
categories of patients wdiere the pcrtential for jiositive 
impact is gteat(e^, depression). 

• DoD should develop a sbott*term plan for die 
Specialized Care Center that qiedfies goals and expected 
outeomes. 


Education 


• DoD should explore ways to increase communication 
with the VA, particularly as it relates to the ongoing 
treatment of patients. 

• DoD should examine the provider education maSerials 
and pro gra m s developed by the VA to determine if they 
might serve as nuxleis for DoD qipitMcfaes. 

• Education is needed to emphasize that conditions related 
to stress are not necessarily psychiatric conditions. 

• Education should empharize drat depression is cmnmon 
and treatable, and that patients with depression can 


continue to function. 

• CCEP infmmation should be used to develop case 
studies which will help educate providers about Persian 
Gulf health problems. 

• DoD educational efforls should also address the concerns 


of Pasian Gulf-dqrloyed individutjs and their families. 
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StatMiwntof 

KmiiMth W. IQzw, M.D., M.P.H. 

Under 8*a«t»y for HmIUi 
D epartment of Veterans Alfoiis 
Before the 

ComfflKlee on Veterans* Affolra 
U. S. House of Representativee 
regarding 

Gulf War Veterana Programs 
February 5, 1998 

Mr. Chainnan and mambers of the Commitlae, thank you for this 
opportunity to discuss VA's response to the healih problems of Gulf War 
veterans and to comment on recent reports that assess our efforts. 

Before discussing our current healthcare and research efforts, I will 
provide background information about VHA's overail response to Gulf War 
veterans' healthcare needs. 


BACKGROUND 

On August 2, 1990, Saddam Hussein invaded Kuwait, and American 
military personnel were deployed to Southwest Asia soon thereafter. Ultimateiy, 
neatly 700,000 U.S. troops were deployed to the Persian Gulf in Operations 
Desert Shield and Desert Storm. It was dear to the mlitary leaden planning this 
action that military personnel engaged in these actions would be exposed to a 
variety of risks, including the possible exposure to chemical and bioiogical 
warfare agents. A number of preventive measures were taken to provide 
potential protection for military personnel against these agents, induding the 
administration of a licensed vacdne, an experimental drug, and an experimental 
vacdne. 

After months of tense military build-up in a foreign desert environment, 
coalition military forces fought a successful air war, followed by a four-day 
ground war. ForsomeGulfWarmilitarypersonnel, however, the trauma and 
pain of war did not end with the cease-fire. Veterans returned home, and began 
to come to VA for help with a variety of symptoms and illnesses. Th^ reported a 
long list of environmental exposures that occurred during their service in the Gulf 
War. We listened to the veterans' concerns and utilized the increasing 
knowledge gained to design and implement special healthcare programs to 
senre their needs. These special Gulf War programs are a supplement to the 
lull-range of healthcare services VA provides for the nation's veterans of other 
conflicts. 
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VA's Persian Gulf Registry Health Examination Program was the first 
component of VA's comprehensive Gulf War response. VA devetoped the 
Registry in 1991, and iniplemented it in 1992. The Gulf War Registry was 
established primarily to assist Gulf War veterans to gain entry into the continuum 
of VA health care services by providing them with a free, cornplete physical 
examination wMh basic laboratory studies; and to act as a health screening 
database. As such, VA staff are instructed to encourage all Gulf War veterans, 
symptomatic or not, to get a Registry examination. The Registry's database, 
which in addition to allowing VA to communicate with Gulf War veterans via 
periodic newsletters, provides a mechanism to catalogue prominent symptoms 
and report exposures and diagnoses. This record of symptoms, diagnoses and 
exposures makes the Registry valuable for health sutveMance purposes; 
however, the voluntary, self-selectad nature of the database means that the 
experiences, Mnesses and health profile of those in the Registry cannot be 
generalized to represent those of all Gulf War veterans. The Registry was neither 
designed nor intended to be a research tool. It was also not envisioned to be a 
’’stand-alone' healthcare program, nor a mechanism to nxmltor the health 
outcomes of Gulf War veterans through longitudinal follow-up. Another 
significant limitation is that it records the results of a single evaluation of veterans 
examined over a variable time period since their Gulf War service. 

Since the Registry examination program was initiated, VHA’s Gulf War 
programs have grown to encompass a comprehensive approach to health 
services, addressing relevant medical care, research, outreach and educational 
issues. In 1993, at the request of VA, Ckrngress passed legislation later enacted 
as Public Law 103-210, giving Gulf War veterans spedai eligibility (priority care) 
for VA healthcare. This law gave VA the authority it requested to treat Gulf War 
veterans who have health problems which may have resulted from exposure to a 
toxic substance or environmental hazard during Gulf War service. We are also 
pleased that Congress passed legislation subsequently enacted as P.L. 105- 
114, which expands Gulf War veteran’s eligibility for health care for any condition 
that might be associated with the veteran's service in the Gulf War. VA now 
provides Gulf War Registry health examinations and hospital and outpatient 
follow-up care at its medical facilities nationwide, specialized evaluations at four 
regional Referral Centers, and readjustment and sexual trauma counseling at 
Vet Centers and VA Medical facilities nationwide to Gulf War veterans. Todale, 
almost 65,000 Gulf War veterans have compMed Registry examinatfons; more 
than 2.5 million ambulatory care visits have been provided to 221 ,225 veterans; 
more than 22,000 veterans have been hospitalizsd at VA medical fodlities; over 
470 veterans have received specialized Referral Center evaluations; and mote 
than 83,000 Gulf War veterans have been counseled at VA's Vet Centers. 
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REGISTRY EXAMINATIONS 

Gulf War veterans partidpattig in the Registry examination program have 
commonly reported that they suffer from a diverse array of symptom s , including 
fatigue, skin rash, headache, musde and Joint pain, memory problems, 
shortness of breath, sleep disturbances, gastrointestinai symptoms, and chest 
pain. Veterans experiencing these multi-system symptoms have been treated 
seriously, and veteran patients have recei\^ medical evaluations, as 
appropriate. Of note, 12 petoerrt of the VA Registry examination participants 
have had no specific health complaints but have wished to participate in the 
examination b^use they were concerned that their future health might be 
affected as a consequence of their service in the Gulf War. Overal, whie 26 
percent of the Registry participants rated their healih as poor, 73 percent 
receiving this examination reported their health as aH right to good. 

An examination of all the diagnoses of Registry participants indicates that 
they do not cluster in one organ system or disease category. Instead, the 
diagnoses span a wide range of illnesses and diagnostic categories. A large 
majority of symptomatic Gulf War veterarrs evaluated in the VA Registry suffer 
from symptoms or illnesses that have been successfully diagnosed. Depending 
on the particular nomenclature used, between 10 and 25 percent of veterans 
from the Registry who have been exantined have unexplained illnesses. Whie 
some symptom s of Gulf War veterans are difficult to di^nose and remain 
unexplained, there is consensus among government and non-government 
physicians and scientists alike that currant evidence does not support the 
conclusion that these iinesses represmt a single, unique Mness that can explain 
every Gulf War veteran's symptorns. As such, the unexplained iinesses of Gulf 
War veterans do not meet the clinical definition of a medical syndrome, per se. 

As previously stated, the majority of Gulf War veterans have a wide 
spectrum of diagnc^ medical coriditions, spanning the range of known medical 
conditions. We agree with the consensus of the scientific community, including 
prior findings of the Institute of Medicine, that Gulf War veterans' illnesses 
appear to be a heterogeneous group of disorders, exhibiting widely varying 
manifestations arxf not amenable to a single unifying case definition. ITie overall 
frequency of unexplained symptoms among Gulf War veterans appears to be 
about the same as in a general medical practice (i-fr-. a non-VA or non-mlitary 
general medicai practice). However, medical sc ientist s have not completed their 
study of these unexplained coixlitions and much is uncertain about their 
character, natural history and potential causes. VA is working hard to better 
understand these important health probiams and develop effective treatments for 
the symptomatic veterans receiving care at VA fediities. 

We recognize that the wide variety of medical corxiitions diagnosed in 
Gulf War veterans and the lack of a unique set of characteristics representing a 
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single illness or ‘Gulf War Syrtdrome* per se has created significant challenges 
for VA clinicians. We believe that Gulf War veterans who seek care from VA are 
suffering from genuine illnesses and, as indicated already, we are providing a 
substantial amount of healthcare and treatment for these veterans. 

HEALTH STATUS OF GULF WAR VETERANS 

At present we do not have a valid mechanism to determine the health 
outcomes of all Gulf War veterans from VA, OOD, or other existing health care 
databases. However, we are committed to developing a belter understanding of 
the natural history of Gulf War veterans' Wnesses and in overcoming the barriers 
that have precluded this abflity to date. 

In the meantime, as a surrogate, we have looked at our existing systems 
to get a snapshot of Gulf War veterans health status over time. FirsL we looked 
at the self-reported health status of 18,938 Gulf War veterans on their original 
Registry exam and on a later survey response. The characteristics of those Gulf 
War veterans who responded to the survey were somewhat different from the 
overall VA Registry participants. Relativeiy more Reserve and National Guard 
unit members (44.2% vs. 39.2%), whites (66.8% vs. 64.3%) and older veterans 
(32.5 vs 30.4, mean age as of 1991) responded to the 1996 sunwy. At the time 
they participated in the Registry examination, the self-teportad he^ status of 
those Gulf War vetsrans who resportded to the sunrey was simlar to that of the 
overall Registry examination participants. Among the 18,938 Gulf War veterans 
who participated in the Registry and subsequently responded to the 1996 follow- 
up survey, selFrepotted health status was unchanged for 8443 (45%), better for 
3589(19%) veterans and worse for 6906 (36%) veterans. As the time interval 
increased between the Registry exam and the follow-up sunrey response dates, 
a greater proportion of veterans reported worsening health status. This data is 
limited by a poor response rate (less than 50%) and by inability to assess the 
contribution of other confounding factors. However, we feel that the results merit 
further assessment In this regard, we intend to look at self-reported health 
status longitudinally on our annual customer satisfaction survey. This additional 
report should be aratiable in April 1998. 

CASE MANAGEMENT AND DEMONSTRATION PROJECTS 

In response to Public Law 105-114, VAwW iniOale dinical demonstration 
projects for case rrtanagement and multidisciplinary dinical care for Gulf War 
veterans. 

Last year, I implemented a new case management initiative aimed at 
improving services to veterans with complex medical problems. In their S^)ec»/ 
Rpport tha Presidential Advisory Committee on Gulf War Veterans Illnesses 
supported our efforts to implement case management Significant progress has 
alrerKly been made. Case management as a routine dnical strategy for Gulf War 
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Veterans has already been implemented at nearly 20 VA medical centers. In 
addition, performance measures for the Network Directors have been 
estabKshed to ensure that the appropriate resources are devoted to these efforts 
at ail fodiities. 

The demonstration protects are an important component of this effort The 
projects will use objective outcome measures to assess whether health care for 
Gulf War veterans is improved by multidisdplinary dinics or case management 
approaches. Awards for the demonstration proje^ win be made before the end 
of this fiscal year. These prpjecte wl be funded as two-year studies. Welook 
fonvatd to reviewing their ooiidusions. 

COMPENSATION AND PENSION EXAMINATIONS 

VHA is committed to providing quality compensation and pension 
examinations for all veterans. I have recently appointed a Director of Forensic 
Medicine to spearhead these efforts within VHA. Of particular concern is 
assuring improvement in examinations of Gulf War veterans with undiagnosed 
illnesses. We recognize that there have been problems in this area and have 
worked cooperatively with VBA to develop dearer guidelines to the physicians 
performing these examinations. These guidelines will be supplemented by a 
focused training program for regional office and medical center staff who are 
involved in working Gulf War veterans' compensation cases. A copy of these 
enhanced guidelines has been provided to the Committae. 

INFORMATION MANAGEMENT 

In response to congressional concerns about Gulf War information 
management issues, the Department has taken the following steps: First, the 
Acting Secretary has designated the Assistant Secretary for Poli^ and Planning 
to serve as the Departmenfs focal point and responsible official kx coordination 
and release of all departmental data pertaining to Gulf War veterans issues. 
Secondly, the Assistant Secretary has been charged with assessing and 
evaluating all current data sources relative to Gulf War veterans and to 
determine any associated data gaps or vubierabililies. As a result, an electronic 
match of disparate data sets maintained by Veterans Benefits Administration 
(VBA), Veterans Health Administration (VHA) and the Department of Defense 
(DoD) will be accomplished and a Gulf War Management Information System wH 
be established as p^ of the Departmenfs Corporate Information Repository. It 
is hoped that these efforts will provide a mechanism for rrxxe consistently 
recording and reporting accurate information regarding the VA healthcare and 
benefits statistics regarding Gulf War veterans. 

EDUCATION 

In order to maintain the quality of health care provided to Gulf War 
veterans and keep our healthcare providers informed about the latest 
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developments related to Gulf War veterans' health, VHA has uHized a wide array 
of communication methods, including periodic nationwide conference caHs, 
mailings, satellite vkJeo-teleconfetances and annual on-sHe continuing medical 
education (CME) conferences. In 1995 and 1996, we broadcast teleconferences 
on undiagnosed illnesses and on die evaluation and management of chronic 
fertigue syndrome. A 1996 CME conference was comprised ofworfcshops 
focused on evaluation and management of common symptoms and medical 
conditions identified in Gulf War veterans. The most recent national training 
program. Gulf War CME Conference, was held on June 3-4, 1997, in Long 
Beach, California. 

VA's past internal educational efforts have been primarily aimed at 
developing a cadre of wel-Informed Registry physicians and staff, who in turn 
provide a source of education and consultation to other healthcare providers at 
their focilities. However, with the universal implementation of primary care and 
the growing recognition that the health problems of Gulf War veterans span aH 
medical subspecialties, we are expanding our educational programs to 
encompass other medical personnel. Our goal is that all VA healthcare 
providers will have a world^ understandfog of Gulf War exposures and health 
issues and will be able to discuss with their Gulf War patients how these issues 
could impact on their current or future heaith status. The Presidential Advisory 
Committee also concluded that we needed to expand our educational efforts to 
all direct care providers. As a first step to meet this challenge, the Veterans 
Health Administration is publishing a self-study Gulf War CME program in March 
of 1998 that will then be distributed to every VA physician. We will make this 
educational tool available to non-VA physicians, at cost as wel. 

STATUS OF GULF WAR RESEARCH 

In order to get the best assessment of the health status of Gulf War 
veterans, a carefully designed and weli-executed research program is 
necessary. VA, as lead agent for federally sponsored Gulf War research, has 
laid the foundation for such a program. Under the auspices of the Persian Gulf 
Veterans Coordinating Board Research Working Group, VA has developed a 
structured research portfolio to address the currently recognized, highest priority 
medical and scientific issues. Over 120 federally sponsored research projects 
are pending, underway or have been completed. VA’s own research programs 
related to illnesses of Gulf War veterans mdude more than 40 research projects 
amounting to a cumulative expenditure of research dollars prcjected from FY 
1994 through FY 1998 of approximately $27 million. Federally fonded 
researchers have, to date, published approximately 60 papers in the peer 
reviewed literature. Including nearly 40 from VA investigators alone. The 
research portfolio of VA encompasses a variety of research approaches, 
including epidemiology, basic resewch, dfoical research, and applied research, 
applied to a vast array of potential exposures and health outoomes. Issues 
studied by VA researchers include epidemiology surveys, mortality studies. 
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studies of the health effects of exposure to petroleum products, including the oil 
well fires, pesticides, the parasitic infection Leishmaniasis, and chemical wartore 
agents. In addition, VA research is embarking on some important steps toward 
the assessment of effective treatments for Gulf War veterans' llnesses. 

The Research Working Group is preparing its Annual Report to Congress 
for federally sponsored research on Gulf War veterans' illnesses. This report will 
provide significant detail about the research efforts of VA and the other 
participating federal departments. There has been significant progress on a 
number of key VA research studies. The Office of Research and Devaiopment 
has awarded funding for Phase III of the National Health Survey of Persian Gulf 
Veterans and preliminaiy sits selection has begun. It is expected that physical 
examinations wl begin in the near future. As you may recal, the Nationai 
Survey is designed to determine the prevalence of symptoms and illnesses 
among a random sampling of Persian Gulf veterans across the nation. The 
Survey is being conducted in three phases. Phase I was a population-based 
mail survey of the health of 30,000 randomly selected veterans from the Persian 
Gulf era (15,000 Persian Gulf veterans and 15,000 rron-Persian Gulf veterans, 
males and females). The data collection phase is complete and analysis of the 
data continues. Phase II consisted of a telephone intenriew of 2,000 non- 
respondents from Phase I (1 ,000 from each group) to determine if there are any 
response differences between respondents and non-respondents. Additionally, 

1 ,000 veterans from each group wHI be selected for a telephone interview to 
validate their responses from the mail survey. Phase II is nearing complin. In 
Phase III the 2,000 veterans who responded to the postal survey and underwent 
a telephone interview will be invited, along with their famly merribers, to 
partidpato in a comprehensive physical examination protocol. These 
examinations will be conducted at 18 VA medical centers nationwide and involve 
specialized examinations including neurological, rheumatological, psychological, 
and pulrTX>nary evaluations. Completion of data coilection is anticipated around 
mid-1990. When the National Survey Is complete we will have a much clearer 
picture of the prevalence of symptoms and illnesses among Gulf War veterans. 

The VA Office of Research and Development has initiated the planning 
stages for a multi-site randomized dinicai trial to assess the effectiveness of 
treatments for Chronic Fatigue Syndrome (CFS) and Fibromyalgia (FM) in Gulf 
War veterans. These conditions appear to significantly overlap with the types of 
symptoms and llnesses reported by many Gulf War veterans. Such a stu^ is 
possible because these conditions have dearly defined case definitions along 
with proposed treatments that have undergone preliminary evaluation. This study 
wll be carried out in collaboration with the Department of Defense and 
conduded at multiple VA and DoD health care fadities. VA and DoD are 
Investing up to $5 rofliion each to conduct this trial. Because of its experience 
and research on the characteristics of these diseases, we plan to consult with 
NIH in the development of these research protocols. In addition, the VA Office of 
Research and Development has issued a Program Announcem^ or general 
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invitation to VA dinidans/scientists, to propose additional multi-site trials to 
evaluate the effectiveness of different treatment strategies. The planned 
treatment trial, along with any trials proposed in response to the Program 
Announcement, will undergo rigorous scientific peer review by VA's federally 
chartered Cooperative Studies Evaluation Committee. 

VA has been concerned about the adequacy of research on the 
neurobiological effects of stressors. The Office of Research and Development 
has taken some new steps to address this issue. 

VA and DoO have issued a request for intramural proposals valued at $5 
mMion for research on the neurobiology of stress and stress-relatad disorders. 
Proposals win undergo scientific review by a joint VA/DoO appointed panel of 
experts, and programmatic review by the Research Working Group. Proposals 
will undergo peer review this spring, with the award and funding of projects 
expected by July 1, 1998. 

In June 1997, VA funded a multi-center cooperative study examining the 
effectiveness of a computerized battery of neuropsychological tests lhat could 
improve the accuracy of the diagnosis of PTSD by enabling the clinician to rule 
out organic central nenmus system dysfunction. 

In July 1 996 VA funded a new multi-center treatment trial invesligating the 
efficacy of trauma-based group therapy in the treatment of PTSD. In addition VA 
issued a Program Announcement in Au^jst 1997 requesting proposals for 
additional multi-center trials of PTSD treatment MeltKxtologies being sought 
include new, non-pharmacologic approaches to treatment and focus on targeted 
subpopulations such as women arid Persian Gulf veterans. 

PAC SPECIAL REPORT 

The PAC Special Report recommends that ‘All research on Gulf War 
veterans' illnesses that is funded by the government should be subjected to 
external competition and independent peer review.’ The Report acknowledges 
the necessity for some rare exceptions, but the message is dear. VA agrees 
with the PAC on this matter. The policy of VA's Office of Research and 
Development is to fond only compistittvely peer-reviewed projects. It applies this 
same cotKept in its coordination of its research portfolio f^ Gulf War veterans' 
Mnesses. The Research Working Group, chaired by VA. has always promoted 
competitive peer review as a means for all member agencies to obtain the best 
research. Indeed the Research Wbrking Group has played a major role in the 
selection process of peer reviewed, competitive funded research for all of the 
member Departments or agencies. Hovmver, it must be emphasized that the 
Research Working Group only rraAes funding recommendations to member 
Departments. It does not direct them to fond particular projects. 


8 



108 


The PAG also recommended that The While House and VA should work 
with Congress to establish a permanent statutory program for Gulf War 
veterans' illnesses. The Committse envisions legislalion that directs VA to 
contract with an organization with foe appropriate sdenlific expertise-e.g., the 
Nationai Academy of Sdences (NAS)- for a periodic review, for benefits and 
future research purposes, of the avalabie scientific evidence regarding 
associations between inesses and Gulf War service, the ot^ect of such an 
analysis wouid be to determine s tatistical association between service in the Gulf 
War and morbidity and mortality, whSe also considering whether a plausible 
biological mechanism exists, whether research results are capable of replication 
and of clinical significance, and whether the data withstand peer review.* VA 
agrees with this PAG recommendation. Gulf War v et e ra n s who are suffering 
with healfo problems deserve to know what happened to them in the Gulf War 
and whether evidence exists that their Mnesses could be related to service. VA 
believes that this review by the NAS would ensure that the best scientific minds 
would be brought to bear on foe complex array of Gulf War veterans healfo 
problems and that a consistent, continuous arid equitable effort is sustained. 
Earlier this week I approved foe NAS contract proposal and we have provided a 
copy of foe contract to the committee. I would welcome any input that the 
Gommittee members have ragarding this effort 

OTHER REPORTS 

Besides recommendations from the PAG, the Instiluta of Medicine, and 
other panels of experts, there have been other reports on tha govemmenfs 
research prograrra for Gulf War veterans' illnesses. The General Accounting 
Office (GAO) has issued reports and is currenliy engaged in ongoing reviews of 
issues centering on Gulf War veterans' illnesses indudng research. In June 
1997, the GAO issued their report, Gulf War illnesses: InToroved MonitorinQ of 
Glinical Progress and Reexamination of Research E mphasis are Needed . VA 
provided a detailed response to the GAO report, which is contained in the 
report's appendix. 

The House Appropriations Gommittee Report 105-175 states, 'GAO 
recently found that DoD and VA did not have a systematic approach to 
monitoring the healfo of Gulf War veterans after their initial examination and 
consequently could not provide information on the effectiveness of the treatment 
they h^ received or whether they were better or worse than when first 
examined.' The report goes on to say that “DoD and VA should develop and 
implement a plan to provide: (1 ) data on foe effectiveness of treatments 
received by these veterans, and (2) longitudinal information on the healfo of 
veterans wto reported illnesses af^ the war.* The review, according to the 
report, should be focused on resolving those conditions that have proven 
intractable or resistant to current therapies.* 

We agree that the goal of identifying improved fiierapies for veterans is an 
important one. In the traditional view of treatment outcomes research such H- 
defined, symptom-based illnesses are not amenable to outcomes research 


9 


109 


because one or all of the following requirements for a treatment trial are lacking: 
a dearly defined definition of the disease, a measurable health outcome result, 
and a single treatment aimed at a bioiogtcally plausible etiology. Treatment trials 
are the foundation of evidence-based medicine, which is changing the way 
dWdans carry out their mission by informing them of the best, most effect 
approaches to treatment and care. 

The issues raised by the GAO and House reports are not simple. Gulf 
War veterans have experienced a wide variety of diagnosed and undiagrweed 
medical conditions, which span the enlite range of medical experience. The 
melhcxioiogy for evaluating health outcomes and treatment efficacy in such a 
complex situation has not bean developad by the health research communRy. 
The task of designing a protocol for acquiring and analyzing iongiludinal 
information to provide an accurate assessment of hundreds of health outcomes 
and the effectiveness of thousands of treatments in Gulf War veterans poses a 
significant challenge. VA and OoO have asked the National Academy of 
Sciences Institute of Medidne to corxiud a vwrrkshop and provide us with advice 
and recommendations on valid scientific methods to coHed this information. 
Based on this advice, we will design a program to carry out this activity. 

Additionally, a report entitied. Gulf War Veterans' Illness es: VA. DoO 
Continue to Resist Strono Evidence UnkinQ Toxic Causes to Chronic HeaHh 
Effects, was released last fell by the House Committee on Government Reform 
and Oversighi This report resultad from a series of hearings conducted by the 
Subcommittee. 

The Committee's report induded several findings and recommendations. 
Some of these findings and recommendations warrant a response on the part of 
VA. There are strong negative assertions made in the report about the 
management of the government's research on Gulf War veterans' illnesses. 
These are even reflected in title of the report. The titie implies the existence of 
two facts: (1 ) there is strong sdentific evidence linking toxic causes to chronic 
health effects: and (2) VA and DoO have resisted this strong evidence in setting 
their research agendas. These assertions do not comport with the fects. VAhas 
not resisted the possibility that exposures to toxic agents in the Gulf War ate 
responsible for veterans' illnesses. VA arxl the Research Working Group are 
committed to continuing the pursuit of the health effects of toxic exposures. The 
combined efforts of all agencies have resulted In approximately $20 million alone 
on research directly related to the potential healih consequences of exposure to 
toxic substances. These exposures indude oN well fires, chemical watfers nerve 
agents, pesticides, arxf pyridostigmitw bromide. This figure does not indude aH 
of the e^emkriogical heaith studies on Gulf War veterans that acquire self- 
report exposure data in an attempt to identify potential links between toxic 
exposure and outcome. One of VA’s initial mayor inve s tment s in research on 
Gulf War veterans' ilnesses was the Ihrse environmental hazards teseard) 
centers located at Boston VAMC, East Orange VAMC, and Portland VAMC. 
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This evidence deerly counters the notion that we have resMed exploring 
potentiai iinkages. 

Evidence linking toxic exposures to chronic health effects in Gulf War 
veterans is incomplete at this time. However, VA, and the Research Working 
Group vriiich it chairs, has continued to pursue all leads with respect to potential 
causes of Gulf War veterans' Wnesses. However, at this time, research reports 
claiming a causal relationship between toxic exposures and health outcomes in 
Gulf War veterans are incomplete. We face two problems in this area of 
causation: (1) quantitative expmure data, which are necessary ingredients for 
establishment of causation, have been difficult to obtain beyotid self-reported 
exposures; (2) it is still too eariy in the research cycle to make definitive 
research-bas^ claims about causation. 

In the Committee's report itself, there are three research-related findings, 
and five research-related recommendations. The findings contained in the report 
restate the previous assertion that the federal research strategy has disregarded 
evidence of causal links between toxic exposures and health outcomes. As 
stated before, this is simply untrue. 

The report findings also suggest that ‘institutional and methodolog'ical 
constraints make it unlikely that the current research structure wiN find the 
causes and effective treatments for Gulf War veterans' Wnesses'. We 
acknowledge the possibWty that we may never definitively kfww the precise 
cause, or causes, of Gulf War veterans' Wnesses. However, as discussed 
before, the limitations to firrding a cause are not due to constraints imposed on 
research by the government, but are due, in part, for example, to the inherent 
methodological problems imbedded in the difficult job of acquiring accurate, 
quantitative exposure data that can be linked to health outcomes. Despite this, 
we continue to strive to ascertain the cause or causes through innovative 
methods of exposure ascertainment. 

The notion put fonvard in the report that current research will not identify 
effective treatments is also inaccurate. Much of the current research is directed 
at establishing working case definitions for Gulf War illnesses. This is a 
prerequisite for conducting treatment trials. As stated earlier, the VA Office of 
Research and Development is proceeding with planning for nxilti-site treatment 
trials that will initially r^ on standard case definitions for CFS and FM. When, 
and if, better case criteria can be established, VA wW be prepared to use those 
in future trials. 

The report recommends that Congress create or designate an agency 
independent from VA and DoO to coordinate research and alocate research 
funds. Panels of sdentisls and experts such as, the lOM, have commended the 
Research Working Group on its research directions and processes for selecting 
research. The direction of research should be based on accurate, expert and 
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independent assessments of existing data. We strongly disagree with this report 
recommendation because it is inconsistent with other expert opinion and has no 
basis. 


The report recommends that research focus on evaluation and treatment 
of disorders such as Chronic Fatigue Syndrome and Fibromyalgia. As noted 
earlier, VA has undertaken efforts to develop effective treatment strategies for 
these disorders. Included in the report's recommendation, however, are 
disorders identified as ‘Gulf War Syndrome' and ‘Multiple Chemical Sensitivity*. 
As we have often stated before, there is no collection of signs and symptoms 
manifested by Gulf War veterans that can be uniquely ascribed to a single novel 
disease pathology that could be given a name as specific as ‘Gulf War 
Syndrome*. We know Gulf War veterans are suffering, and we believe that their 
illnesses are associated in some way with their service in the Gulf War. 

Multiple Chemical Sensitivity is another condition that does not have an 
accepted case definition. We in the medical and environmental health 
community have long acknowledged that health consequences can arise from 
exposures to chemicals alone or in combinations. These health consequences 
are generally well described medically and include such conditions as peripheral 
neuropathy, pulmonary fibrosis, occupational asthma, cancer, and many others. 
The condition that goes by the name ‘Multiple Chemical Sensitivity’, however, 
has eluded accurate case definition, which is a prerequisite to the development 
of treatment trials. However, VA supports peer reviewed research on Multiple 
Chemical Sensitivity that is scientifically wedible. In the current government 
research portfolio on Gulf War veterans' illnesses there are seven projects 
examining different aspects of Multiple Chemical Sensitivity. Thus VA, as well as 
other federal Departments and agencies, support research on Multiple Chemical 
Sensitivity that meet criteria of scientific merit. 

Another recommendation of the Committee's report suggests that VA and 
DoD medical systems augment their research and clinical capabilities with regard 
to women's health issues and the health effects of combat service in women. 

We agree with this recommendation and will continue to encourage more 
research on women's health issues. The VA Office of Research and 
Development has already identified worrten's health as a priority research area 
within its program of Designated Research Areas. VA researchers are currently 
carrying out nine research projects, valued at $1.3 million, specifically targeted at 
the health consequences of the military experience of women. VA and other 
federal agencies are sponsoring this research. The Health Services Research 
Service in the VA Office of Research and Development has also issued a 
Program Announcement inviting submissions of proposals to study the impact of 
gender differences in health. 

Finally, the report recommends that VA join with other federal agencies to 
create an interdisciplinary research and clinical program on the prevention. 
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intervention and treatment of environmental neuropathies. We agree with the 
report that prevention, intervention, and treatment of environmentally induced 
neuropathies is important We also encourage the merging of research expertise 
from different federal agencies to tackle vmcing health problems. VA has done 
this in a number of health areas already. Consequently, we will build on prior 
efforts to work with other federal agencies in exploring the feasibility of creating 
such an interdisciplinary program. In addition, VA will issue a request for 
applications (RFA) within VA for research proposals on the prevention, 
intervention, and treatment of environmental neuropathies. 

IMPROVING CARE AND RESEARCH 

VA has been a leader In the development of veterans’ healthcare 
programs, improvement of understanding concerning Gulf War health issues and 
dissemination of knowledge on Gulf War-related health issues. As we have 
previously testified, we believe that our programs have been well designed; we 
also know that they are neither uniformly delivered nor perfect. We also 
recognize that some veterans have not received the kind of reception or care at 
VA medical facilities that we strive for. To both the Committee and those 
veterans here today, I want you to know that the Veterans Health Administration 
is working diligently to improve their satisfaction with our services. One of the 
new initiatives aimed at improving services to veterans with complex medical 
problems is implementation of case management. 

VHA has also conducted Gulf War focus groups and developed a new 
customer satisfoction survey, which includes a large sample of Gulf War 
veterans. This national survey was sent to veterans in the foil of 1997. It will 
provide us the specific opinions of Gulf War veterans. The survey will produce 
adequate statistical power from which to draw valid conclusions about these 
data. These programs will allow us to collect data for quality improvement of VA 
programs and support our goal of providing the highest quality care to veterans. 
The analysis of the survey results will be available in March 1998. A final report 
will be forwarded to the Committees at that time. 

I have just described VA's extensive treatment and research efforts on 
behalf of Gulf War veterans. You should know that we continue to take steps to 
improve the program when weaknesses have been identified. We believe the 
approaches being pioneered frrr these veterans will benefit others in the future. 

Research related to the illnesses of Gulf War veterans is highly complex, 
and this is equally true of outcomes research. VA is committed to meeting these 
challenges and providing quality healthcare and the most effective treatments to 
Gulf War veterans. We will continue to solictt the advice of scientific experts, 
oversight groups and this Committee to improve our programs for veterans. VA 
healthcare pro^rs are dedicated to providing compassionate care and 
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answering important medical questions. President Clinton has made it dear that 
no effort should be spared in this regard. 

Mr. Chairman, that concludes my prepared statement. We welcome your 
specific suggestions for how VA care can be improved and how VA can be more 
responsive to those whom it serves. I wM now be happy to respond to any 
questions the Committee may have. 
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Statement by Dr. Bernard Rosdcer, Special Assistant to 
the [)eputy Secretary of Defense for Gulf War Illnesses 
Before the House Committee on Veterans’ Affairs. 

Febmary 5, 1998 

Thank you, Mr. Chairman, for the opportunity to appear before your Committee 
today. In my two previous appearances before this Committee, 1 discuned my missioii, 
DoD’s resource commitment, our investigative methodology and our increased medical 
research effort Today, you have requested that I discuss the Special Report of the 
Presidential Advisory Committee on Gulf War Veterans Hineses (PAC), the Second 
Report by the Committee on Government Reform and Oversight and the report by the 
United States General Accounting Office; ’’Gulf War Illnesses — Improved Monitoring 
and Re-examination of Research Emphasis Needed.” Additionally, I will tell you our 
direction for the coming year. 

First with respect to the PAC Special Report the intergovernmental response is 
in the final stages of coordination. As soon as the coordinated response is released, I will 
provide a copy to the Committee. 

The PAC Special Report had a number of recommendations for the Department of 
Defense which cover a wide range of topics. Many are health related and do not fall 
under my purview. Therefore, I will only comment on the five specific recommendations 
concerning: Technologies, Doctrine, Exposure Modeling of Khamisiyah Pit Demolition, 
Bias in Fact Finding and Analysis, and Objective Standards. 

First, in the area of technologies, we concur with the PAC’s recommendation to 
pursue technological improvements for chemical warfare (CW) agent detection. For 
example, the Department has approved production and fielding of the Automatic 
Chemical Agent Detector and Alarm which will provide improved detection ca^mbilities. 
Our ongoing developmental programs are striving to lower detection limits and increase 
the range of agents detected. 

Second, we continue to review doctrine ai>d policy. At this time, we do not 
believe there is a need for doctrine concerning low-level chemical exposure. However, if 
research indicates a need for modification, we will consider taking such action. 

Third, as a result of our efforts on exposure modeling of the Khamisiyah pit 
demolition, we notified more than 97,000 veterans of their potential exposure to low- 
levels of chemical warfare agents. The PAC recommended that all other individuals 
within a 300 mile radius of Khamisiyah be notified that they were not exposed. At this 
time, we disagree. We conducted extensive, sophisticated modeling to ascertain the size 
of the tow-level chemical agent plume and the area of potential e;q) 0 sure and announced 
the results last summer. These are our best estimates of the exposed area. However, 
through ongoing efforts, we continue to refine our model and the unit location data base 
to determine any health implications. As new information is developed, we will identify 
and notify additional veterans as appropriate. 

Fourth, the PAC suggested that independent oversight would dispel concerns 
regarding bias in fact finding and analysis. We strongly agree. Our investigation has 
been subject to full public accountability and independent oversight. We developed an 
extensive case narrative and briefing process which involves both veterans and military 
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service organizations. Congressional staffs, the media and the public. All our case 
narratives are interim reports as we continually solicit veterans to provide additional 
factual information. Since this is a totally open process, we welcome independent 
oversight and look forward to the anticipated appointment by President Clinton of a 
special oversight board. 

Finally, we agree with the PAC that an objective standard needs to be applied to 
all investigations. We have developed a methodology, based on intenutional protocols, 
which is thorough in considering all information, evidence and data. Furthermore, the 
analysts conducting the investigations operate freely Within the construct of this 
methodology. We make an assessment for each case and provide our sources to allow 
any other reader to make his/her own assessment. Our assessment is solely based on the 
facts available, not on any presumptions, preconceptions or pre-judgments and is not 
related to any potential determination of benefits or outside influence. 

Although we have been disappointed with the characterizations of our 
relationship, we recognize the PAC’s invaluable service to our veterans and the American 
public by mobilizing the Government’s efforts. We appreciate the many constructive and 
relevant reconunendations they have made which have assisted us in fulfilling our 
heartfelt responsibility to our Gulf War veterans. 

As you may know, I have testified three times before the Committee on 
Government Reform and Oversight Subcommittee on Human Resources and have 
enclosed, for the record, our response to Chairman Shays. In those sessions, 1 discussed 
the whole spectrum of effort, fiom my mission to DoD’s expanded resource commitment. 
1 explained our case narrative process, provided detailed information on our case 
narratives, explained our outreach programs and interactions with veterans and their 
involvement in the investigative process, and provided detailed answers to all questions 
asked by the Subcommittee and met with the Subcommittee staff on numerous occasions. 
Needless to say, in early November, when the Committee published its report, we were 
disappointed that it contained little of the information we provided. 

Let me be more specific. The DoD has published 13 case narratives and 
information papers which are virtually ignored by this report. Several of these case 
narratives deal directly with issues raised by the Committee and charges made by 
witnesses called by the Committee. Our narratives were built iqx>n the testimony of 
scores of Gulf War veterans. By ignoring facts presented in the case narratives, I believe 
that the Committee’s report is misleading about what happened in the Gulf. 

' The third report I was asked to discuss is the report by the United States General 
Accounting Office.” Gulf War Illnesses — Improved Monitoring and Re-examination of 
Research Emphasis Needed”. I have also enclosed our response to this report for the 
record. If this report had been published a year earlier, it would have been right on the 
mark concerning the DoD. We are concerned, however, that this report did not provide a 
timely or accurate status of the work being performed or progress made within the DoD 
at the time it was published. Virtually all of the facts and conclusions were previously 
identified by other reviews fiom both inside and outside the govenunent and were 
addressed by a number of new programs not considered by the GAO in their report. 
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For the record, a full accounting of the activities of my ofRce is in my annual report to the 
Deputy Secretary of Defense. 1 have enclosed this Annual Report and ask that it be made 
part of the record. 

This yev we continue to investigate specific events concerning chemical agents 
and will publish additional narratives on that subject. However, our main focus will be 
on environmental issues. We will complete and publish separate environmental reports 
on pesticides, depleted uranium and the oil well fires. We look forward to the challenges 
ahead and welcome the opportunity to work with the Congress and oversight agencies. 
We are responsible to our veterans to provide them with a full accounting of what went 
on during and after the war. The investigations we undertake provide the information we 
need to modify our doctrine, procedures, equipment and systems so that we can learn 
from this experience. N o other agency can fulfill this responsibility. 
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JAN 3 0 1998 

Honorable Christopher Shays 
Chairman, Subcommittee on Human Resources 
Committee on Govenunent Reform and Oversight 
House of Representatives 
Washington, D.C. 20S1S 

Dear Mr. Chairman; 

The Subcommittee on Human Resources report entitled GvifWar Veterans 
Illnesses: VA, DoD Continue to Resist Strong Evidence Linking Toxic Causes to Chronic 
Health Effects, unfavorably compared my testimony regarding the occurrence of 
Amyotrophic Lateral Sclerosis (ALS) in Gulf War veterans to a letter fiom 
Dr. Robert H. Brown. I believe that, vdren viewed in their proper context, my and 
Dr. Brown’s statements are both accurate and in complete agreement 

Testifying before your subcorrunittee, I stated since the Gulf War nine veterans 
registered with the Comprehensive Clinical Evaluation Program and the VA Registry 
have been identified as having ALS. Further, I noted that, given the size and age of the 
deployed population, this number is consistent with the anticipated rate of occurrence. 

Dr. Brown noted that the aiuiual rate of new cases for the American population is 
1 per 1 00,000. Since people under 40 years of age would constitute 20-25% of the total, 
he believes that there would be between 1 .4 and 1 .7 new cases each year. Our research, 
and my testimony, docs not contradict Dr. Brown's analysis. His estimate was based on a 
single year's projection, DoD was looking at a six year period. Multiplying Dr. Brown’s 
rate by six yields a range of 8.4 to 10.2 cases; DoD had confirmed nine cases of ALS in 
the registries. 

I hope this information is helpful and clears up any misunderstanding concerning 
my testimony before your committee. 



OPFICC or THE SCCRETARV Or DCrENSE 
1000 OenNaa KMTAOON 

wASHMOTOM, DC aoaoi-iooo 



Bernard Rostker 
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OFFICE OF THE SECEETARY OF DEFENSE 
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NOV 2 1 1997 


The Honorable Christopher Shays 
Chairman, Subcommittee on Human Resources 
Committee on Covemment Reform and Oversight 
House of Representatives 
Washington, DC 20SIS-6143 

Dear Mr. Chairman: 

I am pleased to respond to the Oversight Report of the Subcomminee on Human Resources 
and the House Committee on Goverrunent Reform and Oversight While I concur with many of 
the findings and recommendations of the report I disagree with the selective handling of facts on 
several issues discussed in the report. Moreover, I}oD has completed thirteen information papers 
and case narratives which are ignored by this report. The scores of veterans that provided 
testimony to us deserve to be heard just as much as those called by the Committee. As a result 
the report appears to be biased in its presentation. 

By ignoring facts presented in the case narratives, I believe the report is misleading about 
what has or has not been done, or what is fact and what is presumption. The use of generalities, 
but lack of factual and provable details, leads to many misleading conclusions. In many 
instances, the reported facts are true, but by failing to describe the circumstances or the follow- 
up. the report again leads the reader to inconcct conclusions. Finally, several factual enors and 
misinterpretation of the facts presented misstate the intent, meaning, or truth of several issues. 
Enclosed are specific examples of my concerns. 

I want to emphasize that I have not ruled out any potential cause for our veterans' illnesses, 
nor have I limited our investigation in any way. I agree that it is important to seek a solution to 
Gulf War illnesses and provide a dialogue and answers to our Gulf War veterans’ concerns and 
health problems. To this end, we are conducting a comprehensive examination that includes: 
investigations of more than SO incidents regarding possible chemical exposure; a detailed 
analysis of the Khamisiyah plume model; a thorough review of medical literature on 
Pyridostigmine Bromide, depleted uranium, oil well fires, pesticides, and other related subjects; 
and an extensive dialogue with veterans through outreach programs. There are more than 90 
projects and clinical evaluations underway to find explanations for the symptoms reported by our 
Gulf War veterans. In this work, we strive to identify and present all relevant facts, which we 
then assess to present an interim conclusion subject to modification by additional facts. Wc 
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weteome your review of our work and commans, 15 well as that of other intocsted conunittees 
of the Congress and will continue to conduct as olijective and thorough an investigation into 
potential exposures during the Gulf War as is possible. 

Sincerely. 

Bernard Rostker 

Enclosure 
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Cpmmcats on Ovcnight Report 

Page 16 We are providing additional comments about ALS in a separate letter. 

Page 1 8, para 7 (and at least 2 other references in the paper): Report alleges that the 
Czech detections on January 19'^ occurred along the border “where hundreds of thousands 
of U.S. troops were massed for the invasion.” Actually, there was only one U.S. unit 
within 10km of Hafir A1 Batin on January lO** when and where the detection was 
repotted. 

Page 21, para 3 CIA undertook a worst case analysis of the bombing campaign and 
demonstrated that fall-out was unlikely. We are redoing this analysis with the expanded 
model used in Khamisiyah. 

Page 23, para 1 : MAJ Johnson testified that he did not know what happened to the tapes 
he made at the Kuwaiti Girl's School. One copy of the tapes was returned to the United 
States and evaluated by Edgewood. Another copy was provided to the British authorities. 
The copy from Edgewood was lost, but the British provided DoD with a copy of theirs. 
This copy of the Fox tapes from the Girls’ school incident is in the possession of 
OSAGWI who is having it evaluated by independent agencies. 

Page 23. para 3: GySgt Grass testified that the EOD team “...verbally acknowledged the 
presence of chemicals weapons in the storage area.” The report ignores the lener vuinen 
to Congressman Shays by a member of the EOD team that denies (as have all EOD 
members) the events as relayed by Gross. They stated strongly that no chemical 
munitions were in that ASP. In addition, the report fails to acknowledge or account for 
all information brought forward in the case narrative and it should be noted, that GySgt 
Gra.ss' testimony was given without inviting DoD to testify on the same incidents. 

Page 23, para 6: In paragraphs 3,4 and 5, GySgt Grass testifies about the chemical agent 
detections he reported at ASP Orchard and Al Jaber Airfield. In fact, the Marine 
Breaching narrative, cited in para 6, covers different events than ASP Orchard or Al 
Jaber. Again, the report fails to even acknowledge the case narrative. 

Page 24. para 4 The report treats Dr. Tucker as an expert but fails to subject his claims to 
the same review it has given to DoD. This shows an anti-DoD bias. 

Page 24. para 4: Dr Tucker states that “A declassified Marine report stated that 221 
respondents (about 1 3%) reported some contact with or detection of Iraqi chemical 
weapons during the ground war." The declassified Marine report mentioned is probably 
the .Manley Repon. The Manley Report survey question, “did you encounter chemical 
munitions or agent threats?"’ is significantly different from Dr. Tucker’s reported 
question. Nowhere in the Manley Report is there a survey question related to “Iraqi 
chemical weapons" 
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Page 2S, para 1 : Dr Tucker implies that a captured Iraqi document giving detailed 
instructions on the destruction of 31 oil wells implies that chemicals would be released in 
conjunction with the destruction. Iraqis were instructed to wear chemical protection gear 
when setting the oil wells on fire. There is nothing in the instruction about the release of 
chemical agents 

Page 25, para 3: GySgt Grass reported that, >^le monitoring the oil well fires, the alarm 
went off and detected S Mustard. The Committee failed to interview Fox MMl experts 
who could explain the Fox has difficulty on the initial pass in discriminating between the 
multiple ion combinations possible in the oil well fires and could mistake them for 
Mustard or several other CWAs. Only full spectrum analysis (and maybe a series 
spectrum) would identify the actual chemical warfare agents present. 

Page 25, para 4: Dr Morehouse states that metal cylinders were placed downwind of the 
oil well fires to “...mask the plume from the canisters.” The author is careful not to state 
what was in these “canisters or metal cylinders.” It is presented in such a way as to imply 
chemical warfare agents, but without evidence or proof. The Comminee fails to account 
for the destructive nature of the heat of the oil well fires. 

Page 27, para 2: The report accurately states the number of US troops possibly exposed, 
but avoids the facts about general population limit exposure (not much more than daily 
living). 

Page 27, para 3; Fails to provide all the details of the warning received by “the Army” 
from the Cl A concerning the possibility of chemical weapons at Khamisiyah. 

Page 27, para 5: Correctly reports UNSCOM’s testimony to the PAC, but fails to report 
that their testimony goes on to state that they found no evidence of chemical munitions 
movement into Kuwait (or south of Khamisiyah). 

Page 29, para 1 & 3: It appears that we take the Iraqis at their word when “they admit the 
existence” of a BW or CW program, but “Iraq’s denials ... should not be taken at face- 
value.” By selectively choosing what we want to believe and what we don't, the report is 
able to paint any picture it wants. The report fails to acknowledge the biological testing 
of the Navy Forward Lab which tested for and found no biological agents. 

Page 36, paragraph 1. The report notes that the first fires were set around 17 January, 
1991. This is a true statement. The implication that large numbers of U.S. troops were 
exposed to high levels of contaminants for an additional month is inaccurate. While 
some exposure to oil fire smoke occurred as the result of the January fires, these fires 
involved a limited number of wells (about 60) and the release of airborne contaminants 
paled in comparison to the levels reached as the result of the destruction inflicted on over 
900 wells, the vast majority of which occurred in the February 24-28, 1991 time-frame. 
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Page 37, paragraph 1 . Scott Russell states durt U.S. troops were ill-equipped in terms of 
personal protective equipment available to protect against exposure to oil fire smoke, but 
that civilian contractors were well equipped. Military-issued personal protective 
equipment other than MOPP was limit^ and varied, and there appeared to be no 
consistent policy or directive on how and when to use the equipment that was available. 

It is incorrect to suggest, however, that civilian contractors brought in to fight the fires 
were any more protected than the troops. Conversations with numerous fire fighters who 
fought the blazes in Kuwait indicated that while more specialized equipment may have 
been available, the only protective equipment that was used included Nomex fire 
retardant suits and hard hats. Fire-fighters did not, as general practice, wear “chemical” 
suits nor did they use self-contained breathing apparatus because of its tendency to 
obstruct the wearer's vision when the lenses berame coated with spraying oil, soot, and 
other debris from the burning wells. [We have pictures available to substantiate this.] 

Page 38 - 39. Statement by Mr. Craig Stead. Mr. Stead’s comments regarding the short- 
comings of the USAEHA 1994 Final Report are conecL The health risk assessment 
conducted was based on data collected firam May to December 1991, and did not include 
an assessment of risk for troops exposed during the period of February to April 1991 
when the oil fires were at their peak and the climatic/aunospheric conditions the worst. 
Furthermore, and this point was not noted in Mr. Craig’s comments, the USAEHA report 
only included a risk assessment for those troops stationed or located near the sites where 
the air monitoring/sampling was conducted. These limitations in the USAEHA analysis 
was knoNvn at the time of publication and were noted in the report. Mr. Craig’s 
comments fail to note, however, that current investigations and analyses being performed 
by this organization and supported by USCHPPM (U.S. Army Center for Health 
Promotion and Preventive Medicine), formerly known as USEAHA, are addressing these 
issues. Ongoing analyses will predict troop exposures and associated risks, based on 
accepted modeling techniques, for the entire period in which troops were in Kuwait and 
Saudi Arabia. In addition the investigation will include an estimate of risk for all troops 
in theater, regardless of location, and not solely those who w ere in the vicinity the air 
monitoring sampling locations. 

Page 39, para 2. The USAEHA study did not conclude, as Mr. Stead suggests, that the oil 
field fires presented no health hazards to the troops. The report states: “The results of 
this HRA indicate the potential for significant long-term adverse health effects for the 
exposed OOD troop or civilian employee populations is minimal.” Further, the 
USAEHA report did not deny the fact that short-term acute health responses (e.g., 
coughing, sneezing, vomiting, black nasal discharges, etc.) to oil fire smoke did occur. 

Page 39, para 3. The report states that the U.S. Army Intelligence Agency January 1991 
study (correct citation: ‘"Kuwait: Serious Oil fire. Gas and Smoke Dangers", Applied 
Technologies Branch, Science Division. FSTC Author, AST-2660Z-148-90, January 9, 
1991 ) refutes the findings of the USAEHA report. The Army Intelligence Agency report 
discusses the physical hazards associated with exposure to oil well fires. It speaks to the 
danger.-! of fire. heat, explosions, shock, and poisons associated with burning and 
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damaged well heads. The USAEHA report, on the other hand, addresses the AeaftA 
hazards fiom the inhalation, ingestion, and dermal adsorption of oil fire contaminants. It 
predicts expected increases in the incidence of cancer cases and hazards to the body’s 
internal system (e.g., heart, respiratory, kidney, etc.). The sutgect matter of the two 
reports are different and do not warrant direct comparison. In other words, the writer is 
attempting “to compare apples and oranges”. 

Page 75, para 3: The report states that DoD has focused on case narratives “...to disprove 
specific chemical detection incidents reported by military specialists....” DoD has 
focused its efforts on determining the facts associated with reported chemical incidents. 
There is no preconceived outcome of our investigation. If the facts prove or disprove the 
reported incidents, then that is what DoD reports. In addition, it is the Committee’s 
report that has failed to account for all the information developed in the case narratives 
and has even ignored letters from service members sent to the Committee when the 
letters present new information that does not fit the bias of the Committee. 

Page 87, para 4:. Report cites as proof of chemical weapons in Kuwait UNSCOM 
testimony of the movement of chemical weapons to Khamisiyah . However, Khamisiyah 
is not in Kuwait. In fact, UNSCOM reports that chemical weapons (122/ISS mm) never 
went south of Khamisiyah which implies that they were not in the Marine section. 

Page 87, para 3 : Report correctly reports GySgt Grass's report of Fox chemical alerts. 
There is nothing in GySgt Grass’ testimony that he “added any doubt he may have had as 
to the accuracy of the readings was eradicated when he noticed the international symbol 
for poison - the skull and crossbones • emblazoned on yellow tape, boxes of ammunition, 
and posted signs." In fact, his testimony is that he saw yellow tape with skull and 
crossbones but. he never claimed to have linked the tape to “the international symbol for 
poison.” he never stated that the skull and crossbones were on the bo.\es of ammunition, 
only on the yellow tape, and he never doubted the accuracy of his readings. 

Page 88, para 4-6; Mr Tuite claims that the 19 January, 1991, bombings resulted in 
widespread exposure to U.S. Troops to chemical warfare agents. The possibility of a 
chemical detection on 19 January, 1991, is addressed in OSAGWI’s Czech-French case 
narrative (not yet released). We are aware of no “widespread exposure” because only one 
U.S. unit was at Hafir AI Batin, where the detection was reported. The detection was for 
a very low level of chemical for a very short period of time. There was never a U.S. 
confirmation with an M2S6 kit or any other detection. Additionally, OSAGWI is 
investigating and will model the plumes resulting from the coalition bombing campaign, 
including bombings on 19 January, 1991. 

Page 93, para 8: Report states that “oxidized particles [of DU] are ... absorbed through 
the skin.” DU is not absorbed through the skin. It must be ingested or enter as a result of 
a wound. 
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Page 129 last para - Page 130 first para: The proposals in the committee’s report would 
provide a means for anyone to establish, and thereby autonuuically validate, his/her own 
medical record of treatment and of vaccines received exclusive of any subseqtient 
documentation. Once established the veteran could then file for compensation citing as 
proof the very records that he/she establi^ied. Medical records are never created de novo 
several years after the fact. 
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THE ASSISTANT SECRETARY OF OEFENSE 
WASHINGTON O C 201011200 


JUli •. 199? 


Mr. Henry L. Hinton. Jr. 

Assistant Comptroller General 

National Security and International Airairs Division 

U S. General Accounting Oflice 

Washington. DC 20548 

Dear Mr. Hinton: 

This fs the Department of Defense (DoO) response to the General Aceounting Office 
(GAO) draft report. “GULF WAR ILLNESSfsic): Improved Monitoring of Clinical Progress and 
Re-examination of Research Emphasis Needed," dated May 19. 1997 (GAO Code 71 3002), OSD 
Case 1 364. The OoD only partially concurs with the draft report. While the thrust of some of 
the recommendations has merit, the report suggests some misunderstanding of both DoD clinical 
and research programs and the role these programs play in understanding Gulf War veterans' 
illnesses. More importantly, the recommendations do not fully take into account the complex set 
of health outcomes related to the Gulf War and fail to recognize the significant accomplishments 
of the Department as noted by the Institute of Medicine and Presidential Advisory Committee. 

Preceding this GAO report, there have been several independent assessments of Gulf War 
veterans' illnesses and the DoD and VA research and clinical programs. The Instimte of 
Medicine, in independent reviews, concluded that; “The DoO has made conscientious eiTorts to 
build consistency and quality assurance imo this program at the many medical treatment facilities 
and regional medical centers across the country. This nationwide effort was implemented 
relatively quickly. The committee conunends the DoD for its efforts to provide high-quality 
medical care in the Comprehensive Clinical Evaluation Program (CCEP) and the success it has 
achieved to date in developing the infrastructure necessary to efficiently contact, schedule, refer 
and track thousands of patients through the system.” "...Signs and symptoms without diagnosis 
or apparent cause are found in every medical pnetiee; clinical medieine^^ neither perfect nor all- 
knoadng. Although physicians may fail to provide a medical reason for some of these signs and 
symptoms, the illnesses and related disability have to be addressed as well as possible, 
indqtendem of efforts to understand causes. All of us in the health cate and public health fields 
are committed to using the scientific study methods available to us in an attempt to understand 
and better explain what is presently known. Only in this way can we make progress in defining, 
preventing and treating disease." 

Appoimed by PresidenI Clinton, the ftesidenlial Advisoiy Committee on Gulf War 
Veterans' Illnesses concluded that: "...the government is...providing appropriate medical care to 
Gulf War veterans and has initiated research in the areaa roost likely to illuminate the causes of 
their illnesses." “...for the most part, the government has acted in good bith to address veterans' 
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hahh toB ce mt.’* "...tfa* tovoMNA’s canal itMocfa pwtMio oa Oulf W« itlaeaa 

it appnpciildy wci^Md MwMl epidaniolocie «udi« md (MdiM oa tB«M4Bl«sd diioniai 
itm m mow Mcdy to improve oa u n dn n tc n il iin of Galf Wa wena»‘ i lln w m Fbrthemoti 
put, (he govenunent’s prioriliztfion piaeau bM wMfcad.'* 

Thii r^oit diOin fton Umw indtpandanliy doived flndiagf, npoa whkfa aoeh of the 
OoO and VA rewoch md clinical pragnmi an band, withou havmg caniad oa iha level of 
canAil and tbougblAU aaneiinente coiied oa by the biftitule of Medicina Comnittees and the 
Presidential Advimy Commiltae. 

The detailed DoDc orem eate on the GAO wcoaim wid a ti e n e aw pwvided in the 
caclosue. The DoDApndaiaa the oppoituaity to eonuneaoa the OAO draft upon. 



Aclini Anitiaa Seereiaorof Oefnee 


Enclosae: 
As staled 
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GAO DRAFT REPORT - DATED MAY 19, 1997 
OSD CASE 1 364. GAO CODE 7 1 3002 

“GULF WAR ILLNESS(sic): IMPROVED MONITORING OF CLINICAL 
PROGRESS AND RE-EXAMINATION OF RESEARCH EMPHASIS NEEDED” 

DEPARTMENT OF DEFENSE COMMENTS ON 
THE GAO RECOMMENDATIONS 


RECOMMENDATION 1 : The GAO believes that efforts to monitor-Gulf War veterans* 
clinical status are necessary to provide direction to the research agenda and to ensure that 
veterans are receiving appropriate and effective treatments. Moreover, the Institute of 
Medicine and at least one veterans’ service organization have also highlighted the 
importatKe of monitoring the progress of Gulf War veterans. We agree with these 
organizations and recommend that the Secretaries of Defense and Veterans Affairs 
develop and implement plans to monitor the clinical progress of veterans who have 
participated in their postwar examination programs, (p. 13 / GAO Draft Report) 

DoD RESPONSE : Partially concur. The DoD established the Comprehensive Clinical 
Evaluation Program (CCEP) as a clinical rather than a research program to provide health 
care to veterans who may be experiencing health problems possibly related to their 
service in the Persian Gulf. The CCEP process has been reviewed by a series of 
nationally recognized expert panels including the Presidential Advisory Corrunittee and 
groups ftom the Division of Health Prunotion and Disease Prevention • Institute of 
Medicine (lOM). Each of the panels iiKluded distinguished clinicians, scientists, and 
scholars across multiple disciplines. The lOM committees specifically commended the 
DoD for "its efforts to provide high quality medical care and success in developing the 
infrastructure necessary to efBciently ctmtact, schedule, refer and track thousands of 
patients through the system.” The lOM further concluded that there is “no clinical 
evidence in the CCEP for a previously unknown illness among Persian Gulf veterans.” In 
addition to the lOM Committees, the Final Report of the Presidential Advisory 
Committee on Gulf War Veterans’ illnesses noted, ”The committee agrees with the 
lOM’s conclusion that the clinical evaluation programs of the DoD and VA are excellent 
for the diagnosis and care ofGulf War veteraru’ illnesses.” Therefore, the Department 
continues to operate the CCEP and to acdvely collaborate with VA to share information 
and to plan accordingly. 

In keeping with the spirit of the GAO recommendation, in November 1 996, the 
DoD requested e draft feasibility proposal to evaluate the current health status of CCEP 
participants. The proposal shall specifically address measures of health outcomes of 
CCEP participants. A proposal hm been received and is currently being reviewed. Our 
goal is to find health outcome measures that can reflect current h^th status of Gulf War 

veterans compared with Gulf War era veterans and other appropriate comparison ^iqis. 

Soihe of the outcome measures mqr iiKhide active duty attrition rates, hospitalizations. 
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ambulatoiy visits, medical and physical evaluation board tales, promotion rates, apd 
moitality rates. 

Relative to the Gulf War, significant information is known regarding the nature of 
veterans’ illnesses. In April 1994, a non-Federal, independent panel of experts sponsored 
by the National Institutes of Health concluded that veterans ai^eated to be '‘experiencing 
no single disease or syndrome, but rather multiple illnesses with various overlying 
symptoms and causes.” This conclusion is consistent with the subsequent clinicd 
experience of the DoD in providing systematic clinical examinations to veterans through 
the Comprehensive Clinical Evaluation Program (Mil Med 1997; 1 62(3): 1 49- 1 SS). Over 
90,000 Gulf War veterans, approximately 13 percent of the deployed force, have elected 
to participate in the medical programs conducted by the Departments of Defense and 
Veterans Affairs. 

The Department embraces the contemporary approaches to utilization 
management, quality marugement, and risk management found in civilian health care and 
applies these approaches to alt DoD beneficiaries including Gulf War veterans. Such an 
approach provides a nmre than adequate mechanism for the oversight of care provided. 
Whatever uncertainties may exist about the causes of Gulf War veterans illnesses, 
veterans are receiving appropriate and effective treatment according to standards 
currently in place for all patients within the DoD medical treatment facilities. The vast 
majority of CCEP participants have the types of diagnoses commonly seen in miliUty 
and civilian primary care settings. Indeed, as in any clinical setting, the treatment of 
veterans in the CCEP has been according to their clinical presentation as is typical of 
medical practice. Finally, the fact that CCEP participants have multiple diagnoses and 
may see multiple providers is consistent with the experience of other health care 
beneficiaries. Gulf War veteratu have been treated according to the same high standards 
of care provided to all beneficiaries within the Military Health Services System. 

Nonetheless, many conditions such as chronic fatigue syndrome or depression arc 
chronic and do not lend themselves to time-limited resolution. Civilian as well as 
military patients suffering from these conditions may have symptoms that persist for 
years. It should be noted that the DoD provides intensive follow-up to those individuals 
from the CCEP who require care beyond the CCEP evaluation. Specifically, at the 
Walter Reed Army Medical Center’s Specialized Care Program, follow-up occurs at the 
3, 6, 9, and 1 2 month intervals upon completion of the program. 

All military personnel are afforded high quality comprehensive health care and 
follow-up in the Military Health Services System. This system of care and fidlow-up 
ensures that quality cate, baaed on the best available medical services, it provided. The 
DoD has an established policy fisr the consolidation and expansion of centralized 
databases which will assess health outcomes, health care utilization patterns, and both 
ambulatory visits and in-patient trends. Furdrormore, DoD is constructing an automated 
information system to monitor any medical consequence and other health-related events 
within individuals before, during, and after a deployment. This system will ensure 
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targeted prevention and control programs for those at greatest risk of deployment-related 
injuries or illnesses in future deployments. 

The underlying theme of the GAO Report spears to be that there is a single or a 
few large scale Gulf War-related illnesses for which there are specific correct treatments. 
That conclusion is contrary to scientific evidence to date and the conclusions of at least 
three independent, expert scientific panels. 

RECOMMENDATION 2 : The GAO recommended that the Secretary of Defense, in 
conjunction with the Secretary of Veterans Affairs, give greater priority to research on 
treatment for ill veterans and on low-level exposures to chemicals and their interactive 
effects and less priority to further epidemiological studies, (p. 13-14 / Draft GAO Report) 

DoD RESPONSE : Partially concur. This recommendation appears to be inconsistent 
with basic clinical and research principles. Research for effective treatment(s) or clinical 
trials almost always follows rather than precedes the identification of illness and 
epidemiological studies. Clinical and epidemiologic studies in the current research 
portfolio have provided and shall continue to provide appropriate information for further 
research that shall benefit the population in quesdon. The Medical Follow-up Agency of 
the lOM said specifically on page 25 of their final report, “Even when considering the 
difficulties and cautions in interpreting research as described above, the committee 
believes that there is a sound basis for epidemiologic studies....’’ The GAO fails to 
acknowledge that research results thus fax have provided accurate and conclusive results 
regarding causes of mortality (JAMA 1996; 275 and NEJM 1996; 335), rates and causes 
for hospitalizations (NEJM 1996; 335), r^es and types of adverse birth outcomes (Mil 
Med l996; 16i ^ NEJM 1997; 336^ as well as many other health outcomes. Well 
designed clinical and epidemiologic studies thtf compare specific health outcomes within 
distinct groups of individuals with qipropriate comparison or control groups are 
extremely important and remain a valid approach to better understanding Gulf War health 
issues. These studies do not lose their importance if validated exposure data are difficult 
to obtaia The findings from these studies can help identify areas for future research. 

In keeping with the GAO recommendation, however, DoD and VA are committed 
to better understanding the possible heaMi effects of exposure to sub-clinical levels of 
chemical warfare agents and other environmental hazard As of December 1996, more 
than SI 5 million wu allocated in the area of subclinical exposures to chemical warfare 
nerve agenu and health effbett from other hazardous exposures including possible 
interactive effects. As with all Persian Gulf-related health research managed by DoD. 
scientific proposals are fbtmally solicited by an nnouncement in the Commerce Business 
Daily. All proposals ate then anonymously peer-reviewed by experienced panels of 
independent experts and rated for scientific merit The Research Working Group of the 
Persian Gulf Veterans’ Coordinating Board then selects the best proposals baaed on 
sejartific merit and program relevanc e , ensuring a batamced research portfolio across 
multiple fionts. We do agree that reseaseb into cnvitontnental fectors is critical. Our 
current research effort for 1997 includes SIO million extramural research targeted at 
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possible health effects of exposure to chemical warfare agenu or other toxins, as well as 
combinations of inoculations and investigationai new drugs. An additional SS million of 
joint DoD and VA research money is commined to study stress, somatization disorders 
and possible health effects of exposure to subclinical chemical warfare agents. 

Throughout this report, GAO has criticized the findings and recommendations of 
a committee of nationally recognized expats, called together by the President of the 
United Stales, to better understand the health i»uet of Gulf War veterans. While it 
would be inappropriate for the Department to conunent on the GAO findings related to 
the Presidential Advisory Committee, we are surprised that several key Presidential 
Advisory Committee findings were dismissed since this expen panel conducted an 
extensive, 18-month investigation that included multiple field hearings. 

RECOMMENDATION 3 : The GAO recommended that the Secretaries of Defense and 
Veterans Affairs refine the correct approaches of the clinical and research programs for 
diagnosis of post-uaumatic stress disorder consistent with suggestions recently made by 
the Instihiie of Medicine, (p. 14 / GAO Draft Repon) 

DoD RESPONSE : Partially concur. Both organizations have already designed and 
initialed clinical and research programs to better understand Post-Traumatic Stress 
Disorder (PTSD), as well as other stress-related health outcomes. Multiple expert panels 
including the Defense Science Board, National Institutes of Health Consensus Panel, two 
lOM panels and the Presidential Advisory Committee have all recognized that stress is an 
important contributing factor to the broad range of illnesses, including PTSD, being 
reported by Gulf War veterans. Replicated studies have shown an association between 
stress and PTSD and other conditions in both clinical and population studies. Given the 
clinical nature of the CCEP, it is not surprising that approximately 5 % of CCEP 
participants have a diagnosis of PTSD and that this observation is higher than that 
reported in population based studies. In 1997, DoD and VA will publish a solicitation 
and commit at least SS million for beth basic and applied stress-related research. 
Furthermore, DoO and VA have nationally recognized experts at medical referral centen 
to assist clinicians in the diagnoses and treatments related to PTSD. 

The CCEP uses state-of-the-art instruments for the diagnosis of Post-Traumatic 
Stress Disorder and other psychological conditions. The Clinician-Administered PTSD 
Scale (CAPS) is the structured interview used to assess for the presence and severity of 
PTSD. Empirical research has shown that the CAPS is a valid and reliable instrument for 
this purpose and is the instrument of choice among scientists studying individuals with 
PTSD. The Structured Clinical Interview doived from the Diagnostic and Statistical 
Manual of Mental Disorders, Fourth Edition (DSM-IV) is used extensively in psychiatric 
research to measure psychological conditions. It was selected for use in CCEP because it 
provides the most accurate, comprehensive, and reproducible diagnostic assessment for 
psychological conditions currently available. These measures are used for all CCEP 
patients warranting the phase II multispecialty assessment Patients referred for 
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psychological assessment undergo similarly extawvo and validated neuropsychological 
and psychological testing. 
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OfFICK or THE MCRCTAItY OT OCPCNK 

loeo oaraHM MNTAoeN 
mtmmttTOH, oc tojet-iooe 



1 T juM an 


Mr. Henry L. KMaa, Jr. 

Asiisunt Comiilroller Genenl 

Nttiaoal Security end lolvnitional AAirt Diviiioo 

U.S. CcMnl AocouMing OIBoc 

Wtriungtoo, DC 10S4S 

Deer Mr. Hiiiloa: 

Ai was diKuweJ whk your itaff, we are providiia additional input fix CAO'i report, ‘Gulf Wv 
IDneaa - I m proved Motiitorini and RS'«caininatian ofR aa ee t th Emphaait Needed*, beyond that 
provided in our June 9th letter. (See aitechmem.) Our inteution in providing this input is to aaaial 
OAO in ptodudng a bctually coaect and uaefid report fix the Congreat. However, its value, 
especially to (julf Ww veterans, ii heavily dependent upon being tactually correct and drawing 
lupprxtable conchiiioot front those facts. Its added value is heavily dep^eitt upon the extent to 
which it builds upon and rises above the fbundation laid by ntany preceding effoitt As fix the 
cutreM draft, uafartunately, very little it new. 

Virtually all of these fitcn and concluiiona, in the draft we have for review, have been auiteed 
before by eflbrtt inside and outside the gov e rn m en t . We undernaad well the shoitcominga of the 
past. We have owned up to them on many occaiiont. But iitotl importantly, we have taken the 
lessons leattted and applied them both to caring fix our Gulf War veterans and protecting our 
troops in the fimxe 

Over the past several years, much work has been done to ensure that we take care of our Gulf 
War veterans, understand Gulf War illnestea end their causes, end protect our troops duiing 
future deployments. Many panies have played a consuuctive role in that effort, including 
Departments of Defimse (DoD), Veterans ARkira (VA) and Health and Human Services, the 
Institute of Medkine (lOM) and the Presidential Advisory Committee (PAC) While much more 
remains to be done, much more of ihb multiagency eSbtt needs to be recognized by the GAO. 

With respect to the bctual basis for the GAO study and the subsequem conclusions, we want to 
make several poima. 

> Since the beginning oftheVA and DoD clinical programs, we have had in place systems to 
ensure that gualily care, using the beat available medical science, it being provided to our (Julf 
Warveterans What we are addir^ u we advised the PAC some time ago, it a strategy to 
look at a sample of our patienls and their progress over time. 

• Both epidem i ological studies and studies on potential causes need to be pursued aggressively. 
The OAO study miatakeidy assumes that the ddlicuity in carrying out Gulf War 
epidemiological studies reduces their importance end continuing comribution 
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• Working through th< Peniin Gulf Vettniu Coordinating Board, iha thraa Dqtartmcnu have 
had a coherent research plan, reviewed positively by the PAC and lOM and shared with the 
Congress, for quite some time. The OAO study fails to recognize that fact. 

• In GAP’S criticisms of “government conclusions", OAO discounu the conwderaMe work 
done by the PAC and by the three Departments and overstates the extent to which the 
government has arrived at "condusions.” As we have stated on many occasiona, our work on 
determining the causes of Gulf War veterans illnesses continues. 

Even in the title of the report, there is no recognition of progress or commitmerns already made. 


Again, focusing on the past and failing to acknowledge the enonnous progress made does not 
serve well either the Congress or Gulf War veterans. We hope you will make the changes 
necessary for a report that is to serve well the Congress and our Gulf Wu veterans and their 
families. 


Sincerely. 

Sl. 

Edward D. Martin. M.D. 

Acting Assistant Secretary of Defense 
(Health AfTairs) 



Bernard D Rostker. Ph D. 

Special Aisistant for Gulf War lUftesses 


Enclosure 
As Stated 
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Mr. Chainnan and Members of the Committee: 

I am pleased to be here today to discuss two recent GAO reports 
that responded to congressional mandates* regarding health care 
issues of military personnel deployed for military operations 
overseas. In the first, we reported on the government's clinical 
care and medical research programs relating to Illnesses suffered 
by Gulf War veterans.* For the second, we assessed the medical 
surveillance* of military personnel in Bosnia.* Based on these two 
reports, I will discuss four issues .- 

the adequacy of the mechanisms used by the Department of 
Defense (DOD) and Veterans Affairs (VA) to monitor the 
quality, appropriateness, and effectiveness of Gulf War 
veterans' care and to follow up on their clinical progress 
over time; 

the government's research strategy for studying Gulf War 
veterans' illnesses and the methodological problems posed in 
its studies; 


*National Defense Authorization Act for Fiscal Year 1997 (P,L. 104- 
201, sec. 744, Sept. 23, 1996). 

* Gulf War Illnesses: Tmnrnved Monitoring of Clinical Progress and 

nation of Brnnhaals Are Weeded (GAO/NSIAD-97-ie3, 

June 23, 1997). 

*Medical surveillance involves the regular or repeated collection, 
euialysis, and dissemination of uniform health information. 

♦Defense Health Care: Medical Surveillance Improved Since Gulf Mar, 
but Mixed Results in Bosnia (GAO/NS^AD-97-136. May 13. 1997). 
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the consistency of key official conclusions with available 
data on the causes of Quit Mar veterans' illnesses; and 
the extent to which DOD's efforts for Operation Joint Endeavor 
in Bosnia mre successful in overcotslng the medical 
surveillance problems encountered during the Gulf Mar. 

We are currently working on several related studies requested by 
other congressional committees. For example, we are looking at the 
incidence of tumors among Gulf War veterans; the possible presence 
of antibodies for synthetic squalene’ in blood samples of Gulf War 
veterans; the processes, methods, and criteria usad by the Persian 
Gulf Veteran's Coordinating Board (PGVCB),‘ DOD, ud VA to a^rove 
or disapprove research protocols; euid the extent to which ongoing 
research cem provide information on what caused Gulf War veterans' 
illnesses. We will be happy to share the results of this work with 
you once it is conpleted. 

RESULTS IM BRIEF 

I will first summarize our findings on the four issues and then 
provide detailed information on them. In our report on Gulf War 
veterans' illnesses, we noted that while OOD euid VA had provided 

’Squalene is u acyclic hydrocarbon that is widely distributed in 
nature but is unheal thful to humans in synthetic form. 

*1116 FGVCB, which comprises the Secretaries of Defense, Veterans 
Affairs, euid Health and Human Services, was charged with 
coordinating the federal response to Gulf War veterans' illnesses. 
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care to eligible Gulf War veterans, they had no system for 
following up on their health to determine the effectiveness of 
their care after initial treatment. Also, because of 
methodological problems and incomplete medical records on the 
veterans, research has not come close to providing conclusive 
ansmrs on the causes of the illnesses. Given the data needed 
versus what. is available, which is primarily anecdotal, it will be 
very difficult, if not impossible, to determine the causes of the 
Illnesses. Finally, the support for some official conclusions 
regarding stress, leishmaniasis (a parasitic infection), and 
exposure to chemical agents was wea)c or subject to other 
interpretations . 

Regarding our report on the medical surveillance of servicemembers 
deployed in Bosnia, while we found that DOD had improved its 
capability to monitor and assess the effects of deployments on 
servicemembers' health since the Gulf War, certain problems 
remained: the database containing deployment information was 
Inaccurate, not all troops received postdeployment medical 
assessments, and many of the medical records we reviewed were 
incomplete . 

After I have provided details on the findings of our reports, I 
will discuss our reports' recommendations, the relevant agencies' 
comments on them, and our evaluation of those comments. 
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BACKGROUND 

Before providing you details on the results of our work, let me 
briefly provide scsne background information. During service 
associated with the Gulf War, many of the etpproxlmately 700,000 
veterans might have been exposed to a variety of potentially 
hazardous substances. These substances include compounds used to 
decontaminate equipment and protect it against chemical agents, 
pesticides, vaccines, and drugs to protect against chemical warfare 
agents (for example, pyridostigmine bromide) . Following the 
postwar demolition of Iraqi ammunition facilities, some veterans 
might also have been exposed to the nerve agent sarin. 

Over 100,000 of the approximately 700,000 Gulf War veterans have 
participated in DOO and VA health examination programs estedjlished 
between 1992 and 1994. Of those veterans exeusined hy DOD etnd VA, 
nearly 90 percent have reported a wide array of health complaints 
and disabling conditions, including fatigue, muscle and joint pain, 
gastrointestinal conplaints, headaches, depression, neurologic and 
neurocognitive impairments, memory loss, shortness of breath, and 
sleep disturbances. Some of the veterans fear that they are 
suffering from chronic disabling conditions because of exposure 
during the war to substances with Icnown or suspected health 
effects . 
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In 1992, VA •stabllshed a prograa through \riilch Gulf War vatarans 
could racalva medical examinations eu>d diagnostic services. 
Participants received a regular pl^sical examination with basic 
laboratory tests. In 1994, VA established a standardized 
examination to ob^in Infofaiation about exposures and symptoms 
related to diseases endemic to the Gulf region and to order 
specific tests to detect the 'biochemical fingerprints* of certain 
diseases. If a diagnosis was not apparent, veterans could receive 
up to 22 additional tests and additional specialty consultations. 

In addition, if the illness defied diagnosis, the veterans could be 
referred to one of four VA Persiem Gulf referral centers. 

In 1994, DOD initiated its Comprehensive Clinical Evaluation 
Program, through which it used a clinical protocol and provided 
diagnostic services similar to those of the VA program. 

In examining the causes of Gulf War veterans' illnesses, the 
Presidential Advisory Coimittee on Gulf War Veterans’ Illnesses and 
the Institute of Medicine confirmed the need for effective medical 
surveillance capabilities. They found that research efforts to 
determine the causes of the veterans' illnesses were hampered by 
inconplete data on (1) the names amd locations of deployed 
personnel, <2) the exposure of personnel to environmental health 
hazards, (3) changes in the health status of personnel while 
deployed, and (4) Immunizations and other health services for 
personnel while deployed. 
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Subaequantly. in May 1997, w* raviewad tha actiona DOD had taken 
ainca tha Gulf War to inprova ita nadical aurvailleuica 
capabilitiaa. Spacif Ically, wa datarmlnad what aiedical 
aurvelllanca procaduraa DOD had uaad in Operation Joint Endeavor, 
tdiich waa conducted in the countriea of Boania-Herzegovina, 

Croatia, and Hungary, and whether DOD had corrected the problems 
that surfaced during the Gulf War. 

POD AND VA HAD MO SYSTEMATIC APPROACH TO MOMITORING 
GULF WAR VETERANS’ HEALTH AFTER INITIAl. EXAMINATION 

DOD euld VA officials claimed that regardless of the cause of Gulf 
War veterans' illnesses, the veterans had received appropriate and 
effective symptomatic treatment. Both agencies tried to measure or 
ensure the quality of veterans' initial examinations by training 
health care specialists and maintaining standards for physicians' 
qualifications. However, these mechanisms did not ensure a given 
level of effectiveness for the care provided or help to identify 
the most effective treatments.'’ 

Beyond the initial examination, neither DOD nor VA had mecbemisms 
for monitoring the quality, appropriateness, or effectiveness of 
these veterans' care or clinical progress, and they had no plans to 
establish such mechanisms. VA officials told us that they regarded 


’See VA Health Care: Observations on Medical Care Provided to 

Persian Gulf Veterans (GAO/T-HEHS-97-158, June 19, 1997) . 
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monicoring the clinical progress of registry participants as a 
separate research project, 2 uid officials from DOO's Clinical Care 
and Evaluation Program made similar comments. 

We noted that such monitoring was ia^rtant because (1) undiagnosed 
conditions were not uncomnon among ill vetertms, (2) treatment for 
veterans with undiagnosed conditions was based on their synptoms, 

(3) veterans with undiagnosed conditions or multiple diagnoses 
might see multiple providers, (4) follow-up could provide a better 
understanding of the clinical progression of the illnesses over 
time, and (S) the success or failure of physicians’ treatments of 
Gulf War veterans could be identified. Without follow-up of their 
treatment, DOO and VA cannot say whether these ill veterans are any 
better or worse today than when they were first examined. 

MOST OF TH E FEDERALLY FUMDED RESEARCH WAS ONGOING. 

AMD SOME H YPOTHESES WERE MOT INITIALLY PURSUED 

Federal research on Gulf War veterans' illnesses and factors that 
might have caused their problems was not pursued proactively. 
Although these veterans ' health problems began surfacing in the 
early 1990s, the vast majority of research was not initiated until 
1994 or later, wd much of that responded to legislative 
requirements or external reviewers' recommendations. This 3-year 
delay con^ilicated the reseeurchers ' tasks and limited the eunount of 
coipleted research available. Of the 91 studies receiving federal 
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funding, over 70 had not been completed at the tine of our review. 
The results of som studies will not be available until after 2000. 

While research on ei^osura to stress was emphasized in eulier 
studies, research on low-level chemical es^osure was not pursued 
until legislated in 1996. The failure to fund such research could 
not be traced to an absence of proposals. According to DOD 
officials, three recently funded proposals on low-level chemical 
exposure had previously been denied funds because, at the time, DOD 
did not believe that U.S. troops had been es^osed to chemical 
warfare agents. 

We found that additional hypotheses were pursued in the private 
sector. A substantial body of this research suggests that low- 
level exposure to chemical warfare agents or chemically related 
compounds, such as certain pesticides, is associated with delayed 
or long-term health effects. For example, animal experiments, 
studies of accidental human exposures, and epidemiological studies 
of humans offer evidence that low-level exposures to certain 
organophosphorus compounds,' including sarin nerve agents to which 
some of our troops may have been exposed, can cause delayed, 
chronic neurotoxic effects. 


'Organophosphates are used in many pesticides and chemical warfare 
agents, and sarin has been used as a chemical warfare agent since 
World War II, most recently during the Iran- Iraq war and by 
terrorists in Japan. 
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IC was suggasted that the Ill-defined synptoms experienced by Gulf 
Wu veterans might be due in part to organophosphate- induced 
delayed neurotoxicity. This hypothesis was tested in a privately 
supported epidemiological study of Gulf Mar veterans.' The study 
clarified the patterns among veterans' symptoms through the use of 
statistical factor analyses and demonstrated that vague synptoms of 
the ill veterans were associated with brain and nerve damage 
compatible with the known chronic effects of exi>osures to low 
levels of organophosphates . It further linked the veterems' 
illnesses to exqposure to combinations of chemicals, including nerve 
epents, insect repellents, and pyridostigmine bromide tablets. 

Toxicological research indicates that pyridostigmine bromide, which 
Gulf War veterans took to protect themselves against the immediate, 
life-threatening effects of nerve agents, may alter the metabolism 
of organophosphates in ways that activate their delayed, chronic 
effects on the brain. Moreover, exposure to combinations of 
organophosphates and related chemicals like pyridostigmine bromide 
has been shown in animal studies to be far more likely to cause 
morbidity and mortality than any of the chemicals acting alone. 

Aside from the hypotheses being emphasized in the research being 
done, we found that the bulk of ongoing federal research on Gulf 
War veterans' illnesses was focused on the epidemiological study of 

*This research, conducted at the Oniversity of Texas Southwestern 
Medical Center, has been suiported in part by funding from the 
Perot Foundation. 
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th« prevalenca and causa of tha illnesses. It is isqportant to note 
that to conduct such studies, investigators must adhere to basic, 
generally accepted principles. 

First, investigators must specify diagnostic criteria to (1) 
reliably determine who has tha disease or condition being studied 
and who does not and (2) select appropriate controls (people who do 
not have the disease or condition) . Second, they must have valid 
and reliable methods of collecting and relating data on past 
exposure (s) of those in the study to possible factors that may have 
caused the symptoms. The need for accurate, dose-specific exposure 
information is particularly critical when low-level or intermittent 
exposure to drugs, chemicals, or air pollutants is possible. It is 
important not only to assess the presence or absence of exposure 
but also to characterize the intensity emd duration of exposure. 

The epidemiological federal research we examined had two 
methodological problems: the lac)c of a case definition (that is, a 
reliable way to identify individuals with a specific disease) and 
the edjsence of accurate exposure data. Without valid euid reliable 
data on exposures emd the multiplicity of agents to which the 
veterans were exposed, researchers will li)<ely continue to find it 
difficult to detect relatively subtle effects emd to eliminate 
alternative eitplemations for Gulf War veterems' illnesses. 
Prevalence data can be useful, but it requires careful 
interpretation in the absence of better information on the factors 
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to which veterans were exposed, while multiple federally funded 
studies cm the role of stress in the veterans ' illnesses have been 
done, basic toxicological cpiestions regarding the substances to 
which they were exposed remain unanswered. 

The ongoing epidemiological research cannot provide precise, 
accurate, and conclusive emswers regarding the causes of veterems' 
illnesses because of these methodological problems as well as the 
following: 

Researchers have found it extremely difficult to gather 
information about eiqmsures to such things as oil-well fire 
smoke and insects carrying infection. 

— Medical records of the use of pyridostigmine bromide tablets 
and vaccinations to protect against chemical/biological 
warfare exposures were inadequate. 

— Gulf War veterans ware typically exposed to a wide array of 
agents, medcing it difficult to isolate and characterize the 
affects of individual agents or to study their combined 
affects. 

Most of the epidemiological studies on Gulf War veterans' 
Illnesses have relied only on self-reports for measuring most 
of the agents to which veterans might have been exposed. 
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Tha Information gatbared fr<as Gulf War veterans years after 
the war may be inaccurate or biased, niere is often no 
straightforward way to test the validity of self-reported 
esqposure information, making it impossible to separate bias in 
recalled information from actual differences in the frequency 
of exposures. As a result, findings from these studies may be 
spurious or equivocal . 

Classifying the symptoms and identifying veterans' illnesses 
have been difficult. From the outset, the symptoms reported 
have been varied and difficult to classify into one or more 
distinct illnesses. Moreover, several different diagnoses 
might provide plausible explanations for some of the specific 
health conplaints. It has thus bean difficult to develop a 
case definition. 

SUPPORT FOR KEY GQVERMMEMT CQMCMJS1(»>S WAS 

WEAK OR SUBJECT TO ALTERMATIVE IMTERPRETATIOMS 

Six years after the war, little was conclusively known about the 
causes of Gulf War veterans' illnesses. In tha absence of official 
conclusions from OOD and VA, we examined conclusions drawn in 
December 1996 by the Presidential Advisory Committee on Gulf War 
Veterans' Illnesses. In January 1997, DOD endorsed the Coonittee's 
conclusions about the likelihood that exposure to 10 coononly cited 
chemical agents contributed to the e^qplained and unexplained 
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illnesses of these veterans. We found the evidence to suK>ort 
three of these conclusions to be either weak or subject to 
alternative interpretations. 

First, the Conunittee concluded that stress was likely a 
contributing factor to Gulf War veterans' illnesses. While stress 
can induce physical illness, the link between stress and these 
veterems' physical symptoms has not been firmly established. For 
example, a large-scale, federally funded study concluded that 
stress and exposure to combat or its aftermath beeur little 
relationship to the veterans ' distress . The Coomittee also stated 
that ' epldesiiologlcal studies to assess the effects of stress 
invariably have found higher rates of posttraumatic stress disorder 
(PTSD) in Gulf War veterans than among individuals in nondeployed 
units or in the general U.S. population of the same age.* 

Our review Indicated chat Che prevalence of PTSD among Gulf War 
veterans might be overestimated due to problems in the methods used 
Co identify it. Specifically, Che studies on PTSD to which Che 
CoasBlCCee referred did not exclude other conditions, such as 
neurological disorders that produce symptoms similar to PTSD and 
can also elevate scores on key masures of PTSD. Also, the use of 
broad and heterogenous groups of diagnoses (a.g., ’psychological 
conditions’ — ranging from tension headache to major depression) in 
data from DOD's clinical program might contribute to an 
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ovarestlnation of tha extant of aarlous psychological illnesses 
among Gulf War veterans. 

Second, the Comnlttea concluded that 'it is unlikely that 
infectious diseases andemlc to the Gulf region are responsible for 
long term health effects in Gulf War veterans, except in a small 
known number of individuals . ' Similarly, the FGVCB concluded that 
because of the small number of reported cases *the likelihood of 
leishmania tropica as an important risk factor for widely reported 
illness has diminished.' While this is the case for observed 
symptomatic infection with the parasite, the prevalence of 
asymptomatic infection la unknotun. Such infection could reemerge 
in cases in which the patient's immune system becomes deficient. 

As the Committee noted, the infection could remain dormant up to 20 
years . Because of this long latency, the infected population is 
hidden, and because even classic forms of leishmaniasis are 
difficult to recognize, we noted that leishmania should be retained 
as a potential risk factor for individuals who suffer from immune 
deficiency. 

Third, the Committee concluded that it is unlikely that the health 
effects reported by many Gulf War veterans were the result of (1) 
biological or chemical warfare agents, <2) depleted uranitim, (3) 
oil-well fire smoke, (4) pesticides, (5) petroleum products, and 
(6) pyridostigmine bromide or vaccines. However, our review of the 
Committee's conclusions Indicated the following: 
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While Che govenunenc found no evidence that biological weapons 
were deployed during the Gulf War, the United States lacked 
the capability to promptly detect biological agents, and the 
effects of one agent, aflacoxin, would not be observed for 
many years. 

Evidence from various sovirces indicated that chemical agents 
were present at Khamlslyah, Iraq, and elsewhere on the 
battlefield. The magnitude of exposures to chemical agents 
has not been fully resolved. As we reported in June 1997, 16 
of 21 sices categorized by Gulf War planners as nuclear, 
biological, and chemical (NBC) facilities were destroyed. 
However, Che United Nations Special Cosmlssion found after the 
war chat not all the possible NBC targets had been identified 
liy U.S. planners. The Cosmlssion investigated a large number 
of the facilities suspected by the U.S. authorities as being 
NBC related. Regarding those the Commission had not 
inspected, we determined chat each was attacked by coalition 
aircraft during the Gulf War.‘° 

Exposure to certain pesticides can induce a delayed 
neurological condition without causing ismediate symptoms. 


“ Operation Desert Storm: Evaluation of the Air r»nirv.irm (GAO/NSIAD- 
97-134, June 12. 1997), p. 2. 
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Available research indicates that esgposure to pyridostigmine 
bromide can alter the metabolism of orgeuiophosphates in ways 
that enhance chronic effects on the brain. 

SUCCESS IK IMPROVIMG MEDICAL SURVEILLAMCE WAS 
MIXED FOR SERVICEMEMBERS DEPLOYED TO BOSNIA 

In 1994, DOD began developing a directive and implementing 
instruction to addrdss the problems experienced in the medical 
surveillemce of Gulf War veterans. .Although DOD had not issued 
this guidance when Operation Joint Endeavor began, it did develop a 
comprehensive medical surveillance plan in January 1996 for the 
Bosnia deployment. The plan included establishing a system to 
identify which servicemembers deployed to the theater, assessing 
environmental health threats, monitoring diseases and nonbattle 
injuries, and conducting postdeployment medical assessments. 

In examining medical surveillance in Bosnia in late 1996 and early 
1997, we foimd many remaining probleg^, despite DOD's atteiq>ts to 
implement its plan. These problems eure as folloirt; 

First, DOD had not developed a system for accurately tracking 
the movement of individual servicemembers In units within the 
theater. Such a system is isqportant for accurately 
identifying exposures of servicemonbers to health hazards 
where they are located. 
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Second, predeployment blood sanplea were not available for 
many servlcemembers who deployed to Bosnia, and of the blood 
samples that were available in the repository for 
servlcemembers who deployed, many were quite old. 

Third, many Army personnel did not receive required 
postdeployment medical assesssients . Moreover, «dien the 
assessments were done, they were done much later than 
required . 

Fourth, the centralized database for monitoring the extent to 
which required medical assessments were done was incomplete 
for the S18 servlcemembers whose medical records we reviewed. 
More specifically, it omitted 12 percent of the in-theater 
medical assessments and 52 percent of the home unit medical 
assessments . 

Finally, many of the medical records that we reviewed were 
incomplete regarding in-theater postdeployment medical 
assessments done, servlcemembers' visits to battalion aid 
stations for siadlcal treatment during deployment, emd 
documentation of personnel being vaccinated against tick-borne 
encephalitis (a health threat in the theater) . 
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METHODOLOGY 

To address our first objective — the extent of DOD's clinical 
follow-up and stonitorlng of treatstent and diagnostic services — we 
reviewed literature and agency docusienta and conducted structured 
interviews with DOD and VA officials. Me asked questions designed 
to Identify. and contrast their Mthods for isonitoring the quality 
and outcGsies of their treatsMnt and diagnostic programs and the 
health of the registered veterans. 

To examine PGVCB's research strategy, we conducted a systematic 
review of pertinent literature and agency docusients and reports. 

We also interviewed representatives from PGVCB's Research Working 
Group and officials from VA, DOD, and the Central Intel Tigence ' 
Agency. We surveyed primary investigators of ongoing 
epidemiological studies . 

Because different methodological standards apply to various types 
of research and because the ovendielmlng majority of federally 
sponsored research is categorized as epid<asj.ologjcal , we limited 
our survey to those responsible for ongoing epidemiological 
studies. With the help of w expert epidemiological consultant, we 
devised a questionnaire to assess critical elements of these 
studies (including the quality of exposure measurement, specificity 
of case definition, and steps to ensure adequate sample size) and 
to identify specific problem» .that the primary investigators might 
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have encountered in implementing their studies. We interviewed 
primary investigators for 31 (72 percent) of the 43 ongoing 
epidemiological studies identified by PGVCB in the Novem]ser 1996 
plem. We also reviewed and categorized descriptions of all 91 
projects identified by April 1997, based on their apparent focus 
and primary objective. Finally, to review the progress of major 
ongoing research efforts, we visited the Walter Reed Army Institute 
of Research, the Naval Health Research Center, and two of VA's 
Environmental Hazards Research Centers. 

To address the third objective, we reviewed major conclusions of 
the PGVCB and the Presidential Advisory Committee on Gulf War 
Veterans' Illnesses to determine the strength of evidence 
supporting them. The purpose of this review was not to critique 
the efforts of PGVCB or the Presidential Advisory Committee but 
rather to describe the amount of knowledge about Gulf War illnesses 
that had been generated by research 6 years after the war. We 
reviewed these conclusions because they were the strongest 
statements that we had found on these matters by any official body. 
The Presidential Advisory Committee's report was significant 
because the panel included a number of recognized experts who were 
assisted by a large staff of scientists and attorneys. In 
addition, the Committee conducted an extensive review of the 
research. Thus, we believed that evaluating these conclusions 
would provide important evidence about how fruitful the federal 
research had bean. We addressed this objective by reviewing extant 
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scientific literature and by consulting experts in the fields of 
epidemiology, toxicology, and medicine. 

Because of the scientific and multidisciplinary nature of this 
issue, we ensured that staff conducting the work had appropriate 
backgrounds in the field of epldeodology, psychology, environmental 
health, toxicology, engineering, weapons design, and program 
evaluation and methodology. In addition, we used in-house 
expertise in chemical and biological warfare and military health 
cars systems. Also, medical experts reviewed our work. Moreover, 
we held extensive discussions with experts in academia in each of 
the substantive fields relevant to this issue. Finally, we talked 
to a number of the authors of the studies that we cited in our 
report to ensure that we correctly interpreted their findings zuid 
had independent experts review our draft report. 

Filially, regarding our fourth objective, we interviewed key agency 
officials, examined relevant Information from the DOD Deployment 
Surveillance Team's dat 2 d>ase, and reviewed the medical records of 
active duty servlcemembers in selected Army units in Germany who 
were deployed to Operation Joint Endeavor. 

Our %«ork was completed between October 1996 and April 1997 in 
accordance with generally accepted government auditing standards. 
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^)pendix I contains a bibliography of research material referred to 
in our testimony. 

RECOMMEmaTICMS TO t»D AMD VA 

Because of the numbers of veterems who have experienced illnesses 
that might be related to their service during the Gulf War, we 
recommended in our report that the Secretary of Defense, with the 
Secretary of Veterans Affairs, (1) set up a plan for monitoring the 
clinical progress of Gulf War veterans to help promote effective 
treatment 2 uid better direct the research agenda and (2) give 
greater priority to research on effective treatment for ill 
veterans and on low-level exposures to chemicals emd their 
interactive effects and less priority to further epidemiological 
studies . 

We also recommended that the Secretaries of Defense and Veterems 
Affairs refine the current approaches of the clinical and research 
programs for diagnosing posttraumatic stress disorder consistent 
with suggestions recently made by the Institute of Medicine. The 
Institute noted the need for improved documentation of screening 
procedures and patient histories (including occupational and 
environmental e]q>osuras) and the importance of ruling out 
alternative causes of impairment. 
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While DOD agreed with the thrust of our recomnendations , VA 
believed they ‘reflected a lack of understemding of clinical 
research, epidemiology, and toxicology.* The Presidential Advisory 
Committee disagreed with our findings, particularly that the 
support for some of its conclusions was mak. Despite these 
disagreements with our report, none of the comnents we received 
provided evidence to challenge our principal findings and 
conclusions . 

In response to our recommendation regarding the treatment of Gulf 
War veterans, in December 1997, DOD emd VA asked the Institute of 
Medicine to estedslish a committee to assess the appropriate 
methodology for monitoring the health outcomes and treatment 
efficacy for Gulf War veterans. On February 2, 1998, PGVCB 
informed us that it had initiated a joint program with DOD to 
conduct multicenter treatment trials for fibromyalgia and chronic 
fatigue syndrome in Gulf War veterans. It is anticipated that such 
a protocol will begin in late 1998 or early 1999. 

In response to our recommendation on research programs, as of 
January 1998, according to the research working group of PGVCB, 23 
studies had been added to the research portfolio, including 
research on the toxicology of low-level exposures to neurotoxins 
such as pyridostigmine bromide, insecticides, and chemical warfare 
nerve agents, with an emphasis on interactions among them. 
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In our report on the deployaent and Bedical records for 
serviceneBbers deployed to Bosnia,' we recresM ridi d that the 
Secretary of Defense direct the Assistant Secretary of Defense for 
Health Affairs, along with the sdlitary services, the Joint Chiefs 
of Staff, and the Unified Coonands, as appropriate, to 

expeditiously cooplete and iac>leaent a IX>D-wide policy on 
sedical surveillance for all eajor deployments of U.S. forces, 
using lessons learned during Operation Joint Endeavor and the 
Gulf war; 

develop procedures to ensure that medical surveillance 
policies are isplemented, to include emphasizing (a) the need 
for unit coemanders to ensure that all servicemembers receive 
required medical assessments in a timely stanner and (b) the 
need for medical personnel to maintain coe{>late and accurate 
medical records; and 

— develop procedures for providing accurate and complete medical 
assessoient information to the centralized dataSaase. 

In response to our recoenendation, DOD established a new policy and 
inplesienting guidance in August 1997 and has emphasized to field 
coemianders the importance of the system. The guidemce mandated 
medical surveillance of servicaaembers before, during, and after 
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military deployments and specified procedures for conducting such 
surveillance. 

It is inqportant to note that GAO has not evaluated DOO's, VA's, and 
the FGVCB's proposed plans regarding the treatment and research for 
Gulf War veterans' Illnesses. Also, while we have reviewed DOD's 
new medical . surveillance guidance, we have not evaluated the 
implementation of it. Nonetheless, we believe that if the guid^u>ce 
is properly implemented, DOD's medical surveillance system would be 
greatly enhanced. 

A number of other actions — particularly legislative actions — have 
taken place to help ailing Gulf War vetereuis. In a law sponsored 
by this Committee (P.L. 10S>114, sec. 209, Nov. 21, 1997), the 
Secretary of Veterans Affairs is required to set up a program, by 
July 1, 1998, to test new approaches to treating those veterans 
suffering from undiagnosed illnesses and dis 2 tbilities . Also, 
recent defense authorization legislation (P.L. 105-85, Nov. 18, 
1997), requires DOD and VA to (1) prepare a plan, by March 1, 1998, 
for providing appropriate health care to Gulf War veterems and (2) 
establish a program of clinical trials at smltiple sites to assess 
the effectiveness of protocols for treating the veterws. 

In addition to the legislation, on Octolser 31, 1997, the 
Presidential Advisory Committee issued a special report in which it 
noted that (1) VA should move quickly to incorporate Gulf War 
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veterans into its case manageioent system and (2) DOD should place a 
higher priority on medical surveillance to ensure that the health 
data problems that occurred during the Gulf War do not recur in 
future military operations. 


Hr. Chairman, that concludes my prepared remarks. I will be happy 
to ansmr any questions you may have. 
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STATEMENT OF 
JOSEPH THOMPSON 
UNDER SECRETARY FOR BENEFITS 
DEPARTMENT OF VETERANS AFFAIRS 
BEFORE THE 

COMMITTEE ON VETERANS' AFFAIRS 
HOUSE OF REPRESENTATIVES 

FEBRUARY 5, 1998 

Mr. Chairman and Members of the Committee; 

t am pieased to be here with you today to provide a status report 
on the adjudication of Gulf War veterans’ claims and to discuss the 
efforts we have made to improve Gutf War programs. 

On May 14, 1997, the Director of the Compensation and 
Pension Service testified before the Subcommittee on Benefits on the 
status of Gulf War claims. At that time we were halfiway through a 
readjudication of over 10,000 Gulf War cases previously considered 
under the provisjons of 38 CFR 3.317, governing compensation for 
undiagnosed illnesses. This initiative had been undertaken in July 
1998 to ensure that less traditional types of evidence, specifically iay 
evidence, had been accorded proper weight and that biformalion 
about cr)mplctod claims was being cotieclly entered bilo the Gulf War 
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li»ddfy»y»>Bin ma inta i ned tylheCompen ta tton and Pension 
Service. 

Shortly before the May 14 hearkro we had published the final 
regulation impiementing the Secretary’s dedsicn to extend the 
presumptive period for uncHagnoeed Wnesses through December 31, 
2001. In our tsetimony, we stated that we expected a significant 
number of additional grants of service connection for undiagnosed 
illnesses because of the extended presumplive period. Asoftheend 
of April 1997, there ware 4,435 cases requiring review. These cases 
were originaily coded in the Gulf Viter tracking system as di sa l l owed 
because of the previous 2-year presumptive period. 

We also reported that the Secretary had approved VBA’s 
recommendation to redistribute adjudication of Gulf War claims from 
four Area Processing Offices (APOs) to aN regionai offloss. 

Mr. Chairman, I would now like to bring the Committee up to 
date on where we now stand with regard to Gulf Viter claims 
adjudication. 

Issues Artslnaftom the RadistittMilion 

At the May 14 hearing, we wore aware of serious concerns that 
the regional offices lacked the expertise and resources to handle 
these claims effidentiy and accurately. Many members of Congress 
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ware underalandably andout that we dawelop proosdum to assM the 
reoional offices and monitor their eflbrts and progress in adjudicating 
Guif War veterans’ claims. Let me summarize the assistance we 
have provided. 


On May 29, 1997, the Compensation and Pension Service 
conducted a 2-hour sateitMe broadcast on Guif War issues for aii 
offices. This was foilcwed by an in-depth training session on June 2 
and 3 at the Cieveiand Regionai Office for representatives from aii 
offices. Members of the Compensation and Pension Sendee 
subsequently participated in Gulf War issue workshops on June 3 and 
4 for our Eastern Area offices, on June 4 and 5 for Central Area 
officeSj^ and during the week of June 23-27 for the Southern and 
Western Areas. 


After the redistribution, the Compensation and Pension Service 
established a Rapid Response Team of individuals highly proficient In 
Gulf War issues and rating procedures. The members of this team 
are available to provide immediate answers to general or daims- 
spedfic questions and technical support in evaluating Gulf War 
disabilities. Under the leadership oX the Rapid Response Team, the 
Compensation and Pension Service has been conducting weekly Guif 
War conference calls. At these calls, information is provided on such 
issues as how to deal with specific disabilities, the kinds of 
development most useful in obtaining evidence necessary to 
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adjudicate a daim. how to disfinguish between symptoms 
diagnoses, and how to obtain complete physical examinations 
addressing the unique concept of undiagnosed Hlnesses. TTie 
Compensation and Pension Service held 29 Gulf War conference 
calls from June 25, 1997, through January 28, 1998. Additional calls 
have been scheduled for each Wednesday through March 25, and 
they win continue beyond that date unless there is a consensus that 
they have fully served their purpose. 

The effectiveness of the regional offices in handling Gulf War 
cases Is monitored not only by the Rapid Response Team, but also 
through evaluation of the results of local quality reviews conducted 
monthly at the regional offices. Each ofHce is required to review a 
sample of its Gulf War claims as part of the local Quality Improvement 
program. The focus Is on the areas of examinations and 
developnwmt, decision-rnaking, and notification. Each office has 
provided a monthly report of its findings to the Compensation and 
Pension Service sirwe July 8, 1997. The local Quality Improvement 
review provides each station a good snapshot of the technical 
accuracy of its claims processing and identities areas for improvement 
and training. The Compen sa tion and Pension Service shares the 
cumulative findings of these local reports with all otnoes in periodic 
special letters. 

The Compensation and Pension Service also has undertaken 
several comprehensive reviews of Gulf Wttr cases to ensure that all 
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iBquirad prooeduBs atKl intlructiont are being followed by ttw 
regional oflloes. The Service will begin another review of 100 cases in 
'February as part of Its ongoing oversight of these cases. Weexpect 
thatthereviewandanalysisoftheflndingswillbecornpletebymid- 
Aprii, and we will be happy to share them with foe Committee at that 
time. The Service uses the results of their own quality reviews, 
together with foe focal Quality Improvement reviews and feedback 
from the Rapid Response Team, to assess foe current status of Gulf 
War claims processing and to determine particular areas where future 
training would be beneficial. 

Mr. Chairman, I am dearly committed to improving the technical 
accuracy and processing time compensation and pension claims 
adjudication to ensure that our nation’s veterans receive the best 
service possible. As one way of pursuing this, I have established a 
special work group to study Comper»ation and Pension workload 
issues. One of the key areas of their study will be accuracy of claims 
acljudication. Gulf War claims involving undiagnosed illnesses are 
unique, generally more difficult than crthers, and have their own special 
requirements. Over the pest foree years, we have devoted a 
considerable amount of training to develop the expertise needed to 
ensure proper processing of Gulf War claims. This same degree of 
commitment will continue. Furthermore, I will use foe findings of the 
special work group to achieve improvements in the accuracy of claims 
processing in general and Gulf War claims in particular. 
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A major area of oonoem identified through our reviews of Gulf 
War cases and questions from ttw fMd offices is the adequacy of 
medical examination reports. Thorou(^ medical examinations are 
essentiai for aocurateadjudcation of these claims. Staffofthe 
Compensation and Pension Service have been woridng with staff of 
the Under Secretary for Health to produce guidelines for conducting 
examinations involving undiagnceed illnesses. There Is agreement 
that physicians who conduct C&P examinations must be familiar with 
the regulatory requirement that existenoe of an undiagnosed illness Is 
established only when an acceptable clinical diagnosis has been ruled 
out through medical history, physical examination, and laboratory 
tests. The guidelines being developed wHI ensure that all issues are 
folly addressed during examinations. A draft of the guidelines is now 
under review in both VBA and VHA. Final agreement should be 
reached very shortly. As a supplement to these guideiines, a Joint 
satellite video broadcast on Gulf VWr exami n ations for VHA and VBA 
emptoyaes will take plaoe in early March. The tentaftve date is 
Ma r ch s. 


Readkidleafion and Extensio n of Presumirtive Period 

At the beginning of the rear^udication In July 1 996, there were 
10,736 cases to be reviewed, in which service connection for 
undiagnosed iMnesses had been dented. As I staled earlier, 4,435 
cases were lalBr kterMHed as rer^dtlng an additional review under the 
amended regulation extending ttie presumptive period for 
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undiagnosed illnesses. In June 1997, following the Secrstaiy’s 
decision to redisiribute Gulf War cases from the 4 APOs, 8,477 cases 
were sent to the regional offices. This nurnber included leadjudication 
cases, presumptive-period cases, and original end reopened claims 
that had been filed by Gulf War veterans In the interim. Prioritywas 
given to oomplelion of the readjudication and presumptive-period 
cases, and shortly after the redistribution of claims from the APOs, the 
regionat offices began submitting to the Compensation and Pension 
Service weekly status reports on the progress they were making on 
thesecases. In October 1997, the Service asked the regional offices 
to make every effort to complete them by December 31, 1997. 
However, the Service reoogniBed thte due to the extensive 
development and overall complwdties involved in these cases, some 
daims would in all likelihood remain uncompleted at that date. Asof 
February 3, there were apptoximateiy 600 cases yet to be finalized. 
The Compensation and Pension Service wiD be monitoring the 
regional offices' progress on these cases and will provide me with a 
status report each month until all cases have been completed. Letme 
go <xi record as stating that I believe the regional offices have done 
extremely well in reducing the number of review cases, loommend 
them for their efforts. 

<?Mlf WOT Rite 


An Issue of continuing interest, to VA, Congress, vete rans ’ 
servkse org a niz a ttons, and othars, is *How many Gulf War veterans 
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ate leoelvino seivioe-oonnected ooiTipen M Bon?* Last summer, we 
dtooovered that certain Gulf War numbers provided each month to 
Congress and to others were not accurate. This information cast 
doubt on aU Gulf War numbers that emanated from our data bases. In 
response to growing concerns, Deputy Secretary Gober designated 
VA’s Office of Policy and Planning as the focal point within the 
Department for coordinating ail informabon pertaining to the Gulf War 
contlicL Under that office's guidance, the Department began to 
assess and evaluate VA’s Gulf war date eources, determine existing 
gaps in the data, end establish procedures to match o ie ct ronic a lly 
dtepwats sets of data maintained by VBA, VHA, and DOD. The 
Department remains committed to providing the most accurate and 
oompMa data possible. 


For our own parL we in VBA have been wortdng dosely with the 
Office of Policy and Ptanning and the Defense Manpower Data Center 
to IdentiiyaM veteran s who served in the Gulf War T h ea t er and to 
ensure that those who have tiled claims with VA are properly recorded 
in existing information qrstems. We ^ want to ensure that the 
Indicators used to Identity Gulf War v e t e r a ns records In our data bases 
are not removed through accident or mietake. Because our efforts are 
eti a \work in progress,* we provide the folowing numbers 
recognizing that each of our Information ^fstems has limitations that 
may impact on aocura^. 
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These mTwrtcs being made by way of caveat, preihninaiy data 
from OUT Gulf Vtef Management I n fom w tion System, dated October 
15, 1997, showed that we are paying compensation to 90,665 
veterans who served in the Quit Wbr Theater at some point during the 
Gulf War era (which nms from August 2, 1996, through the present. 
Of the 90,655 veterans receiving compensation. 74,133 senred In the 
Gulf theater during the period of hostwties, defined as lasting through 
July 31. 1991. Another 45,630 Gulf War Theater veterans had 
service-oonnected disabilities for which no compensation is being 
paid. Of these 45,630 veterans, 37,253 served in theater during the 
period of hostilities. 

Let me also say a few words about data on Gulf VWr veterans 
who are have service-connected disabilities due to undiagnosed 
illnesses, which I kmw is a subject of particular interest to this 
Committee. On the basis of information from the Gulf War tracking 
system as of January 27 of this year, 2,306 veterans have been 
granted service connection for disabilities resulting from undiagnosed 
illnesses. Inftxmation from our benefits delivery nehvork extracted on 
January 15, shows 1,590 vetsrans have been service connected for 
undiagnosed illnesses. Because of the differences and Nmitalions of 
the hvo systems, we expect some discrepancies in the date extracted, 
we are currently matching these two groups of records and reviewing 
a sample of each to explain in detail the differences anrt correct any 
errors that are not iagitimate. Wb will provide you an interim report on 
this effort by March 15. This report will contain a ttrrrelable for 
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oompletoresolulion of these data issues. Let me assure you, Mr. 
Chairman, that in this matter as in all matters involving Gulf war data, 
we are working constantly with VA's Office of Policy and Planning to 
refine and improve the infor ma tio n we provide to ensure that it is as 
accurate and complete as possible. 

Mr. Chairman, this concludes my tesfimony. I will now be happy 
to answer any questions that you and other members of the 
Committee might have. 
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Mr. Chairman and Members of the Committee: 

We are pleased to be here today to discuss the Department of Veterans AfEsits' 
(VA) adjudication of veterans' claims for compensation for undiagnosed illnesses that 
resulted fiom their service in the Persian Gulf War. As you know, in November 1994, the 
Congress enacted legislation allowing VA to pay compensation benefits to veterans for 
Persian Gulf-related undiagnosed illnesses. In May 1996 we reported deficiencies in VA's 
processing of the neatly 8,000 undiagnosed illness claims VA had evaluated.' More 
qrecifically, we reported that VA did not provide clear and useful information to veterans 
about the types of evidence needed to support a claim. We also staled that VA did not 
always provide veterans with required assistance by obtaining relevant evidence for the 
clainis. In teqronse to our report and concerns raised by others, VA nuide the decision to 
readjudicate previously denied Persian Gulf claims relat^ to undiagnosed illness. 

My comments today will focus on information we have gathered at your request on 
VA's efforts to improve Persian Gulf clairtts processing and its effect on the readjudication 
of claims previously denied. Our information is based on analyzing a statistical sample of 
the approzinuitely 11,000 undiagnosed illness claims that VA had initially deiued and is 
now readjudicating as well as discussiotrs with officials at VA headquarters and regiorud 
offices, and veterans service organizations. 

In summary, VA has taken steps to help improve its processing of Persian Gulf 
claims. Specifically, in July 1996, VA issued guidance to help ensure that procedures for 
processing Persian Gulf claims ate followed by requiring claints processors to provide 
veterans with clear and useful information regard!^ the types of evidence that could be 
used to support their claints. Such evidence includes records of medical exams and time 
lost at worlL The guidance also requires claims processors to properly consider these 
pieces of evidence and thoroughly follow up on information that may support the claims. 
Also, to help improve the timeUness of VA's actions on Persian Gulf claims, in May 1997, 
VA decentralized the processing of those claims from 4 to all 68 of its regional offices and 
began providing training to regional office staff on processing the claims. 

Because VA ordy recently began some of the initiatives to help improve the 
processing of Persian Gulf claims, the fidl impact of the initiatives is uncertain at this 
time. However, our follow-up review indicates that VA, for the most part, has followed 
its procedures in readjudicatmg the previously denied cases. Por example, in all the 
cases we reviewed, VA had provided veterarts with a written description of the types of 
evidence Persian Gulf veterans could use to support their claims. As a result of VA's 


‘ Veterans' Cn iniiPn.nition: Evidence Consideted in Persian Gulf War Undiagnosed 
Illness Claims (GACVHEHS-96-112, May 28, 1996). 
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rea^judication of denied claims completed to date. VA granted benefits to about 8 percent 
of the veterans whose claims were previously denied for undiagnosed conditions. 

Benefits could include compensation and/or medical care. 

BACKGROUND 

Following the return of U.S. forces from the Persian Guif region, some veterans 
began exhibiting symptoms that could not be attributed to known clinical diagnoses. At 
that time, section 1110 of title 38, U.S.C., authorized VA to compensate for disabilities 
arising firom disease or irUuty Incurred or aggravated in the line of duty during military 
service. However, since many of the symptoms reported by Persian Gulf veterans could 
not be attributed to a known disease or it\jury. VA had no authority to compensate for 
them. 


In response to the tteeds and concerns of Persian Gulf veterans, the Congress 
eiuuSed the Persian Gulf War Veterans' Beitefits Act (P.L 103-446, Nov. 2, 1994) to allow 
VA to pay disability compensation to veterans who experieiKed undiagnosed ilittesses. 
Some examples of compensable conditions under this legislation include btigue, 
headaches, joint and muscle pains, and re^iratory disorders. In order to be compensated 
under this legislatitHi, veterans must provide objective evidence of a chronic disability. 
Objective evidence includes medical information such as medical records fiom the 
military, VA, or private physicians. Objective evidence also includes notunedical 
information such as records of time lost from work and lay statements firom persons such 
as fiamily members or friends who are knowledgeable about changes in the claimant's 
physical appearance, physical abilities, and mental or emotional attitude. CHaimants must 
also prove that the undiagnosed Illness is chronic-present for 6 months or longer-and 
was either present during service in the Persian Gi^ or during the eligibility period. 
Initially the eligibility period was defined as 2 years after a veteran's departure from the 
Gulf. However, bas^ on a consensus within the veteran community concerning the 
adequacy of the 2-year presumptive period and the continuing medical and scientific 
uncertainty about the itatuie and causes of these illnesses, VA extended the eligibUity 
period to December 31, 2001. 

STATUS OF VA'S EFFORTS TO IMPROVE 

PERSIAN GULF CLAIMS PROCESSING 

Since our 1996 report, VA has taken a number of steps to improve its processing of 
Persian Gulf claims. Ihese steps include issuing guidance to ensure that procedures for 
processing Persian Gulf claims are followed, decentralizing claims processing to all 68 
regiotud offices to improve timeliness, and providing training on the processing of Persian 
Gulf claims. 
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In July 1996, VA issued guidance that claiilled its procedures for processing 
Persian Gulf claims. For example, the guidance identified the importance of using a 
standard letter for all claims involving imdiagnosed illnesses of Persian Gulf veterans 
informing the veterans of the types of evidence that could be used to support a claim. 

The guidance also discussed the importance of nonmedical evidence, such as lay 
statements, in deciding a claim and in determining the duration and severi^ of the illness. 

In addition, the guidance dlacuased the importance of obtaining all evidence, 
including medical and nonmedical statements. For instance, if a veteran's lay statement 
describes the year the corulition arose, but the month is not specified and that 
information is necessary for a successful resolution of the claim, VA staff should attempt 
to obtain this missing information. 

With the additiotud readjudication wotldoad imposed on the initial four regional 
offices, VA found the operations of those offices increasingly strained. Thus, in May 1997, 
VA decided to decentralize the processing of Persian Gulf claims and began redistributing 
undiagnoaed illness claims from the 4 offices to VA's 58 regional offices. VA (dfidals said 
that the purpose of VA's decision to decentralize the processiitg of Persian Gulf claims 
was to ^ve better service to claimants, reduce die workload created by the 
readjudication, and improve the dmelineas of claims rescdudon. 

While there may be advantages to the decentralization, there may also be 
disadvantages. VA officials and veterans service organization representatives said that 
advantages include more rating specialists being available to process the claims, a foster 
VA reqionae to imiulries, and iminediate access for claimants and their veterans service 
representatives to claim files and claim processors if the claim file is located at the 
refdonal office. The officials and representatives said that the disadvantages include the 
loss of expertise as a result of using staff less experienced in processing Persian Gulf 
claims, an increase in average claims processing time while the new staff are trained and 
become fomlliar with processing Persian Gulf claims, and the potential for inconsistency 
because of the vastly increased number of regional offices processing the clidtns. 

VA officials said that the redistribution of claims has resulted in an uneqiual 
distribution of cases and backlogs in some regional offices. While some regiorial offices 
have received few additional Persian Gulf claims, others have received over 600 claims. 
For example, one regional office director said that decenlializatfon had caused a 
slowdown in all claims processing in his office. 

As a part of VA's decentralization effort, in late 1997, VA began preparing each 
regional office to process imdiagnosed illness claims. To accomplish this, VA developed a 
variety of methods to train and sssist rating specialists as they proce s s e d rdaims. 
Specificaily, shortly alter the claims were rediatributed, VA sponsored a satellite 
bioaiicaat to all regional offices to diacuas rating issues for Psnian Gulf claims. 
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Following the broadcast, VA conducted a 2-day training conference to reinforce the 
information provided in the broadcast Following the conference, additional training was 
provided in each VA area-eastern, central, southern, and westent Attendees fiom this 
and the 2-day conference then trained staff in their teglotud offices. In addition to 
classroom training, VA created a team of experts referred to as the Rapid Response Team. 
The members of this team ate available to respond to questions or address any Persian 
Gulf issue. Moreover, VA's central office conducts weekly conference calls with regional 
office staff to share information obtained through the Rapid Response Team and to 
address issues or concerns. Rating spedaliats and a^judicatom we spoke with at the 
tegiotud offices said that, generally, the training was effective and th^ felt comfortable as 
they began processing undiagnosed IDneas claims. (See app. I for dehdls about the 
training and assistance provided to regional claims processors.) 

VA FOLLOWS PROCEDURES IN READIUDICATING 

CLAIMS AND GRANTS ADDITIONAL APPROVALS 

In our 1996 report, -we found that VA did not adequately implement its claims 
processing procedures. Specifically, VA did rtot always Morm the veterans of the type of 
evidence needed to support utidiagnaaed illneas daitiis, nor did it always attempt to 
obtain all medical atul notunedical evidence identified by claimants, induding lay 
statements. Our analysis of a statistical sample ct reailiudicated claims showed that VA 
has followed its processing procedures during the reatljudication of undiagnoaed illneas 
claims. 

On the basis of our analyaia of rea4judicated cases, we foutHl that, for the most 
part, VA provided veteraru with information on the types of evidence needed to support 
undiagtKMed illness claims and followed up on medical and lay statements. Specifically, 

In all cases, VA provided the veteran with a written description of the types of evidence 
Persian Gulf veterans could use to support their daims. Artd, in nearly all cases, VA 
attempted to obtain all medical and noiunedical records. Table 1 shows the percentages 
of cases in which VA followed its procedures in the reacliudicatiiHi of Persian Gulf 
undiagnoaed illness claims. 
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Tabic 1: Pereentagts of Cases in Whirh VA FoUowed Procedures in Rgmihidimiing 
Pendan Tnilf I Inriiagnnwd Hlneas Claims 


Claims processing procedure 

% of cases in which 
procedure was 
followed 

VA provided claimant a letter describing evidence 
to support a claim 

100 

VA tried to obtain medical records identified by 
the claimant 

96 

VA tried to obtain norunedical records identified 
by the claimant 

100 


Fbr the claims Included in our sample where VA's rea4|udicatton process was 
complete, we estimate that 8 percent resulted in veterans receiving benefits for 
undUgnoeed conditions, although previously they had been denied those benefits.' These 
veterans are now receiving compensation or bee medical care, or both, for their 
conditions. In our sample of rea^iudicated claims, we found that two maior fia^tors 
account for about 70 percent of the denied claims. About 34 percent of the cases were 
denied because physicians were able to dlagiKiae the conditioiL These would then be 
assessed under different compensation requirements. Another 36 percent of the cases 
were denied for lack at objet^ive medical evidence to support a claim. 

CONCLUSIONS 

The Congress enacted the Persian Gulf War Veterans' Benefits Act to allow VA to 
pay disability compensation to veterans suffering bom undiagnosed illitesses attributed to 
their service in the Persian Gull As we reported in 1996, VA had not property followed 
its procedures to adequatdy inform and assist veterans in processing Aelr claims for 
Persian Gulf-related undiagnosed illnesses. In reqtonse to our report and concerns raised 
by others, VA has taken steps to help Improve its processing of claims for Persian Gulf 
undlagnoaed illnesses. VA's issuance of clearer guidance on its processing procedures 
appears to have resulted in claims processors following the procedures, hi addition, to 
help improve the timelineas of VA's actions on Pmsian Gulf claims and better serve 
claimants, VA decentralixed processing of Persian Gulf claims bom 4 to 58 regional 


'SampUng errots range bom 1 6 to ± 16 percentage points at the 9S-peioent confidenoe level. 
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offices and began tiaining claims procesaois in handling Persian Gulf undiagnosed illness 
claims. Because VA only recently began these efforts, their impact is yet to be 
determined. 


Mr. Chairman, this concludes my prepared statement I will be glad to answer arty 
questions you or Members of the Committee may have. 
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APPENDIX 


APPENDIX 


TRAINING AND OTHER ASSISTANCE 
PROVIDED TO REGIONAL CLAIMS PROCESSORS 

On May 29, 1997, VA provided a satellite broadcast to its regional offices that 
primarily discussed rating issues for Petsian Gulf claims. VA stated that the 
broadcast was the first in a series of initiatives that the Compensation and Pension 
Service plans to undertake to prepare claims processors in each regional office for 
processing Persian Gulf claims. 

On June 2, 1997, VA conducted a 2-day training conference that expanded on the 
training provided in the May broadcast Bach regional office sent one 
representative (usually a hearing officer or rating q>ecialist) to the training. The 
representatives were reqtonsible for going back to their regional offices to train 
other staff that would be working on Persian Gulf cases. 

After the June training, additional training was provided in each VA area that 
focused on using examples of actual cases to show how they should be processed. 
For example, the staff from the Louisville regional office conducted training for 
regional offices in the central area on June 4. The southern area training 
was conducted by staff from the Nashville regional office for 3 days at the end of 
June. 

Claims processots also received less fonnal training through participation in 
weekly national conference calls and interaction with the R^iid Response Team, a 
team of experts created by the VA central office to address questions or issues 
raised by claims processors. Bveiy Wednesday, the VA central office holds a 
conference call with all regional offices. During these calls, knowledgeable staff 
members address any Petsian Gulf-related issue. 


(106766) 
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WKITTEN GOMMITTBE QUESTIONS AND THEIR RESPONSES 


CtoNORESsiiAN Evans to Dr. Bernard Rostkbr, Special Assist- 
ant TO THE Deputy Secretary Defense for Gulf War 
Illnesses 


1. B** fUr to ny that the FAC's ^eeial BepMt was erltioal of DOIFa Iiives- 
ttgatloiis into possible ohemi^ warihre esp os i i r ea. The PAC beUeves 
that DOD is skeptical of any eaposnra and is predisposed to BMfimet evi- 
dence that oontradicts its beUa that no sag toenre s took fdaee. The Spe- 
cial report states that DCWs oontraetor, IIITRB, uncovered new m- 
denoe supportive of emosures in sonM inci dence s that DOD Ignored. Do 
yon plan to relaaae ouer sections of the MnBB report? They also be- 
lieve that DOD has estaMshad too ld||& a threshold tor concluding that 
enosure to chemical we^mnry is Ekely. mn yon respond to these 
allegations? ^ 

Answer! 

Last year. Chapter 11 of the d ran MlTTtB report and enpporting material waa fin- 
warded to my ofBo^fiw review and inBlnainn m our case na rrative e, as appropr i ate. 
Fbllowins a carafiil nnriew of the material, some of the infimnation was incorporated 
into vaiums narratives. However, the cfaapite receivad by my office should be 
viewed as 'Incomplete” and does not, in our judfonent, present an accurate picture 
of wbat went on Define, during, or after the Gulf War. The duipter basically pre- 
sents a series of unsubstantiated claims and speculations which are onfy <me 'of 
many pieces of infi)rmation needed to mee t the intemationalty recognised standards 
fi>r chemical incident assessments. MITRE put modi wei^t on w 1991 Mmnley 
study, ‘Tfarine Corps NBC Defense in Southwest Asia.” We also appreciate the 
Manley study, especially his admonition not to treat the issue categorically. Our de- 
tailed case narratives are exactly the opposite of categorical; the facts associated 
with each case narrative are ftally eq>loM and assessments are made on the spe- 
cific facts as presented. 

Any reader of this chapter must understa nd th at it is not a definitive treatment of 
any of the inddMits thanr repot on. The MITRE Chapter 11, as presented, does not 
bring together all available infbrmatiwi associated with each event, as the case 
narratives do, and thus, the material presented Is not by itself usefbl in dnnring 
any con clusions about tlie presence of chemical weapons on the battlefield. For ex- 
ample, MITRE dtes the UR. Central Command Chmnical Log reporting the discov- 
ery of a chemical we^ions supply on February 28, 1991. Ciouiy, if true, this is a 
mitjor event. Unfortunately, tne report does not tell the reader that the fbllowing 
dDy’s U.S. Central Command logs also show that the same reporting officers deter- 
mined, based on a thorou^ survey of the site, no diemical weqwns were present. 
Neithw does MITRE mention that each membw of the egiloeive ordnance disposal 
unit who examined the bunkers bad also testified that no chemical weapons were 
fiiund. The full accounting of this incident is in the case narrative. Fox Detections 
in an ASP/Orchard. UnfwtanateW, this is just one example of many vdwre the in- 
fiirmation presented in Chiqiter 11 is incomplete and where a reamng of Chapter 
11 akme would result in an incomplete pictare and the possible drawing of erro- 

Similarly, Chapte 11 continues to speculate about the existence of chemical mines. 
Vfithout arw evidence, the diapter speculates the poedbiliiy that the contractor s 
who cleared over 300,000 land mines from Kuwait mi^t not have known if thay 
were dearing chemical mines. In fisct, the cataloging aiM destruction of munitions 
in the US sector of Kuwait was carrM out methodically over a three year period 
and no chemical mines were fiiund. 

To reiterato MITRE’S Chapter 11 is not a complete picture of any of the events it 
reports on. TTie material p r ese nt e d is lamly uncorroborated a ccoun ts of and specu- 
lations about possible chemical events. Ae remainder of the MITRE report is con- 
trolled by the Assistant to the Secretary of Defense (InteUigence Ovwsi^t). We 
have not addressed the release of the remainder of the report 
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Tbe aaaertion that DOD haa establiahed too high a threshold for concluding that ex- 
posure to chemical weaponry is Tiikeiy* is inaccurate. Since embarking on our se- 
ries of investigations, we have used internationally accepted standards for determin- 
ing what events constitute chemical weapons exposure. Accordingly, our investiga- 
tive methodology is deseed to provide a thorough understanding of each suspect^ 
chemical exposure incident. By following our methodology and applying accepted 
standards, we are able to appropriately weigh the often conflicting evidence that we 
find and support an assessment on a five point scale ranging fimm ‘Definitely” to 
‘^finitely Not” 

2. Several reasons have been cited for the difficulties encountered in iden- 
tifying the causes of Gulf War illnessesi These have included difficulties 
in knowing where service members were located within the theater, lack 
of documentation such as mlsslngfiost tapes flrom FOX vehicles, and the 
lack of effective medlcid surveillance systems to track and identify serv- 
ice members exposure to various hmdth hasards. 

Answer; 

Gulf War illnesses are the varied group of symptoms in Gulf War veterans whidi 
cannot be medically explained after extensive history, physical examination and lab- 
oratory evaluation. Inoividuala comprising this cohort are about 20 percent of Gulf 
War veterans who have registered In the DOD or the VA Registries. The reason(s) 
fi»r the symptoms in these individuals becomes a matter of considering aU possible 
theoretical causes. Knowing where each individual was located throu^ out tlw de- 
pIo 3 rment would aid in determining if there were a location in common (place and/ 
or time) which could then be evaluated for a poesible common source exposure to 
a health hazard. 

The Fox diemical detection vehicles were designed to alarm if the ground sampled 
indicated anything consistent with chemical agents. The design of the alarm was to 
asstire there were no false negatives— that is, no alarm when a chemical agent was 
p r esent at a concentration to cause medical effects. This meant that there were 
many fidse positive alarms. When Fox tapes were discarded, it meant we could not 
produce evidence to validate the tapes were negative. The Fox chemical detection 
vehides did not detect at low-levels because thm levels were not considered to be 
a hazard to personnel and military operations. 

During the deploymmit to the Gulf, there were medical surveillance systems in place 
for monitoring fom and water supplies, air quality and to monitor far biological war- 
fiue agents in soil, food, water mid air. This sort of surveillance assures that what- 
ever is sampled was okay at the time was sampled. There are no “hiedical surveil- 
lance* badges that pei^le can wear to record all the health hazard exposures over 
time, similm’ to a radiation badge an X-ray technician can wear to measure expo- 
sure over time. 

8. OSAOWTs investigations involve the collection of all relevant docu- 
mentation associated with Gulf War lllnosses We realise that this proc- 
ess has been a massive undertaking What level of confidenoe do you 
have that you have identified all rmevant documentation and that the 
Intelligenoe agencies have provided all of the relevant documentation? 

Answert 

We are still identifying and gathering all relevant documentation. The Department 
has collected more than 6.4 million classified documents, more than 64,000 of which 
are identified as health related and are being used in my team’s investigations. We 
do not have all relevant documentation fi:om tbe Air Force or the intelli^nce agen- 
des. We have collected the bulk of tbe relevant documentation firom the Army, the 
Navy, and the Marine Corps, but continue to declassify smaller numbers of docu- 
ments as they are identified. 

4. 08AGWI has beea in operation for about s year. Given the difficulties 
of doing investigations six years after the inmdents, describe the extent 
to whi<m DOD is closer to identifying tbe causes of Gulf War illnesses? 

Answer; 
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Tlie Special Aaaistanfa ofBoe has made neat headway in darifying and defining 
what events did or did not occur during the Gulf War. For the veterans who have 
come forward with medical s^ptoms, onl}[ 20 percent have medicallv imeiplained 
illnesses. Those with medically explained illztesses are being treated. The Special 
Assistanf s office has contributM to the extensive federallv-fundwl research program 
evaluating sdentificaJly platuible causes or contributing factors. The lessons lemmed 
firom our investigations are being applied to protect military personnel deployed 
today. 

5. What are OSAGWFs plans to bring closnre to its investigationit? How can 
the OSAOWI investigations be expedited? 

Answer; 

As I enressed in the annual report in November, the office has a robust list of 
planned and on-going activities taking us into our second year. However, I expect 
that by the end of this year we will have completed die bulk of our investigauona 
into possible chemical and biological exposures and a number of significant environ- 
mental hasards. The President charged us with leaving no stone unturned in our 
investigation into what happened in ffie Gulf and what may be making our veterans 
sick. We are searchi^ for complex and often elusive answers on a number of fironts, 
but each inquiry will be complete, thorou^ and methodical. To do less would be 
a disservice to the brave men and woman who served in the Gulf. 

This year, we will complete and publish as “interim reports” 12 additional chemical 
case studies, three additional information papers and updates to two previously pub- 
lished case narratives. We eimect to complete and publish three reports eadi on pes- 
ticides, depleted uranium ana the fallout fiom oil well fires. 

We expect to complete our investigation of the Air Campaign, including a detailed 
ana^is of possible fallout with the same models used to estimate the ullout firom 
the rUiainisiyah demolitions. 

We will conduct an analysis of Army in-theater hospital records. 

We will conduct an extensive inquiiy into the possibility that Iraq used biological 
warfare agents. 

We will be monitoring programs in place as a result of lessons learned to date, for 
example the depleted uranium training by the Services, as well as the continuing 
effort to archive and declassify health related Gulf War documents. 

The Institute of Defense Analyses (IDA) will complete research into low level diemi- 
cal doctrine and publish sevem papers applicable throughout DOD. 

RAND will complete and publish eight medical reviews, as well as two papers on 
management of our medical progpram. Also, several medical research projects we 
have been monitoring closely will report during our second year. 

The S3/G3 operations officer's conferences will be completed early this year, and as 
a result, we will be better able to determine the number of personnel who may have 
been exposed to low level chemical amnts at Khamisiyah. We will also incorporate 
information about the location of Air Force personnel. 

If our first year is any guide, additional reviews will come up during the y^ that 
cannot be anticipated that will require our review and investigation. 

6. OSAOWTs initial emphasis was placed on investigatlM possible inci- 
dents of chemical weapotu exposure. Have tou idratlnM ways to im- 
prove your investigative process which can be used for subsequent in- 
vestigations into other areas such as the use of biological weapons, envi- 
ronmental foctors (pesticides, oil weU fires), and immunisatioiis? 

Answer; 

We are improving the investigative process in a number of diverse areas. Specifi- 
cally, we have increased productivity and thoroughness by taking advantage or data- 
base technology and automation. We have also Teamed data must be shared. With 
multiple cases imder investigation, the need for sharing data is magnified — sharing 
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leads, sharing sources, sharing leestma learned, and continuous process imisrove- 
ment. Automated inibimation snarum is critical. The value of an moompassing con- 
tact database cannot be overstated. We developed our own internal procures and 
greatly improved our ability to find, tra^ and use data. We are also using re- 
sources firom other government agencies with kqr expertise, including tim mtel- 
li^ience agende e, weat her collection and analyses organisations, eq>lasive ordnance 
duposal units, CHPPM, and academic modelers. 

The most important lesson we have learned is the importance of establishing an en- 
comiMssinf methodokpr as we did in our chemical investigations. The office^ chem- 
ical investigation methodology was developed to provide a common firamewoi^ fiir 
investigations into the allegations of chemical warfare agent exposure and retorts 
of diemical detection duiii^ the Gulf War. It was designed as a general tomplate 
for each incident investigation to formalise the process m how we conduct our inves- 
tigations and ensure that all the pmtinent infbimation is gathered and assessed. 
Each investigation may deviate to suit the drcumstances, but the foundation of the 
methodology is corroboration finrn multiple sources— logs, records’ veterans’ inter- 
views and source material, intelligence sources, and medical records. 

7. Could TOu charaeterlae the level of support you have received from the 
Central Inteliigenee Agency in your search for documentation concern- 
ing possible incidents of exposure to chemical weapons agentb? Do you 
have any thou^ts on how we can do a better job of coordinating intel- 
ligence ao it gets to the rig^t people in conflicts in the ftiture? 


Answer; 

DOD has eiviojred unprecedented access and cooperation Atom the CIA during the 
conduct of its investi^tion into Gulf War TUnessee. On a daily basis, throui^ snong 
personal relationships formed between Dr. Boetker and the Intelligence Conununity, 
this ofBoe has been able to cut through years of bureaucraqr and look where no 
“outside agency* has been permitted to look before. We have eniayed direct access 
to limited distoibution documents. Special Access Programs, and Director of Oper- 
ations files in order to follow eve^ t^ and lead. Cooperation continues to this day 
and has helped DOD insure that “no stone has been left unturned.” 

For further information regarding improved coordination between the intelligence 
communi^ and field cominanders, I refor you to the endoeed SECDEF Bep;^ on 
Coordination of Access of Commanders and Deployed Units to Intelligence Collected 
and Analyzed Iqr the Intelligence Community. 

8. How has OSAGWI followed tbrouA on transmitting to DOD and the sep- 
arate services reoommendatlons it has made to avoid some of the mis- 
takes made during the Persian Gulf War? Are the services institutionalis- 
ing reoommendatlons that you haiw made? 

Answer; 

We have learned a number of leesons as a result of our operations during the Gulf 
War. Those leesons learned have resulted in changes that have either been made 
or recommended. Theee can be categorized in three groupe: 

Chemieal and Biologieal Equipment— Especially Detectors and Alarms 

There has been a successful consolidation of the individual service development pro- 
grams into a joint Chemical-Biological Defense program. The program was autnor- 
ized an additional $1 billion over the next five years and duplicative program ele- 
mmits were removed. With the added fundirm and consolidaboi^ we can move for- 
ward in the development and fielding of advanced diemical-biological equipment 
and incorporate refinements based on our Gulf War experiences. 

Medical Force Protection 

Prior to the Gulf War, medical fince protection initiatives lacked inter-Service stand- 
ardization. After the war, the Assistant Secretary of Defense for Health Affoirs and 
the Joint Staff undertook a complete review of doctrine, poliqr, oversi^t and oper- 
ational practicee for medical surveillance and force medimd protection. A numbw of 
chanfBS were incorporated fbr subee^uent deployments to Somalia, Bwanda, lUti 
and Bosnia. Currentty, joint publications are being rewritten to include changes in 
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doctrine. Additionelly, theater operations plans are being revised to indude new 
force medical protecwm measures. A promising new change will be the implementa* 
tto of tlm new Personnel Information Carrier (PIC), tnis dog-tag-like computer 
storage device will greatly improve m e di c al records Imping to indude vaccinations, 
treatment and pationt history. 

Another p^lem being addressed is the incompatibility of individual health infor- 
mation. A joint VAAXjD Executive committee is currently working to get a number 
of initiativeB underway. Some of the improvmnents being aou^t are: setting up pro- 
cedures for transfor of health information, agreeing on a common discharge phys- 
ical, and acquiring a computerised patient record system that can be used hy both 
Departments. 

Education Concerning the Handling of Hasardous Material 

Enuring our investigation into the potential health hazards of depleted uranium, we 
discovered deficiencies in training. ^Hiile tedinidana in nudear-chemical-biological 
spedaltiee and safoty fields were weU informed im the dangers posed, our combat 
troops or those handling contaminated equipment sudi as enemy tanks, did not un- 
derstand how to reduce unnecessary risks. 

To remedy this problem, we wrote to the diiefo of the Air Force, Navy and Marines 
on Septunber 9, 1997, encouraging them to “ensure that all Service personnel who 
may come in contact with depletM uranium, Mpedally on the battlefield, are ther- 
ou^ily trained in how to handle it.” nie Joint (^efo of Staff and offiM are cur- 
rently woitdng together to ensure all ]>WMnnel who mig^t come in contact with de- 
pleted uranium receive app^riate training an how to handle depleted uranium and 
depleted uranium— contaminated e^pment We eqpecially want the services to 
sensitiie their personnel to what the DU-rdated hmwrds are, and how to avoid 
them. 

9. It is my understanding that the Oversi^t board to be chaired by ftMuner 
Senator Rudman has still not been appointed. Why is this taking so longf 
when do you eiqiect the members siad staff of the board to b^dn open- 
ationsT 

Answerr 

Hie Special Oversight Board For Department of Defoose Investismtiona of Gulf War 
Chemical and Biological Incidents was formally established by Executive Order on 
^bnuuy 9, 1998. msidmit Clinton announced bis intent to amint former Senator 
Warren B. Rudman to chair the Special Oversifdrt Board on the same day. We ex- 
pect to know more in March about the operatum of the board. 
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Congresaman Evans to Gary Cbrlstopheraon, Acting Principal Deputy 
Assistant Secreteury for Health Affairs. Department of Defense 


House Vetenms' AfEun Co m m i Uee 
Febnusy S, 1998 

Research, Investigatioos, and Pr ogra ms Involving Persian Gulf War Vetenms’ Illnesses 
Mr. Gary Osistopheiaon 
Question I 

Question: In past hearings, diis Committee has beard experts repeatedly recommend Oat 
troops should have a pre-deployment physical examination to emablish a baseline for 
health effect foatrruy arise as a consequence of some exposure during deployment If 
troops are deployed soon, would the mechanisms be in place to ensure Am troops could 
have a pre-deployment physical? Will DOD implemem this recommendation? How long 
will it take? 

Answer All pers onn el are assessed and determined to be physically and medically fit 
prior to depk^ment This includes the following: a medicid threat briefing; distril^on 
of medical information; DNA sample collected and on file; demonstration that a pre- 
deployment serum specimen is either on file or has been drawn; HIV test within 12 
months prior to deployment; immunizations as required; a physical exam ifnot cutrcail; 
completion of a pre-deployment healdi qnestionnaite; and follow-up actions on any non- 
deployable cooditiona. Medical peraotmel address any dis cr ep ancy for deployment 
Specific disqualifiers for deployinent include the following: unresolved health problems 
mandating light duty or requirit^ a cat^ory 4 profile; pregnancy; MV seropositivity; or 
dental readineas category HI or IV. 
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Pdw«nrS.lW« 


1. What is your view on tke quality and sa^oflhe ongoing Federal reseatdieflRart, and 
the process by which that research agenda is set? Did the PAC consider the concept 
(which has since been advanced as a proposal) of having Congress create or designate an 
agency other than the Dqnrtmenls of Defense and Veterans Afbirs to serve as the lead 
federal agency responsible for coordinating, and allocating fends for, all research into 
Gulf War veterans’ illnesses? (The proponent oflhis view has not explained what role, if 
any, the two dqiartments would play tds a vis a research agenda v^iich they would neilfaer 
set nor help fend.) Did the PAC, or do you, have a view on the merits of flus proposal? 

2. There has been criticism that the Federal research effort on Gulf war illnesses lacks a 
coherent qjptoach. Given the number of risk fectors under review and the uncertainty 
regarding the health effects oqierienced by veterans, ate there comparable situations or 
models to which Govcmmertt should have looked in rleveloping its research plans? 
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NATKWIAL ACADEMY OF SCIENCES 
bstitate af MedidBC 

RapMM la QMtIiaM af 

Chainuui Bab Staaqt 
Vdcraas Afbin CaBBillee 
II& Haaic af ReprcMatalivca 


i^,nH MiWiiTB MT 


Quroim /■ HowfimaidabieutlieadeDtifictMklOMisaboiittouiideitake? How 
coo^ilex a task is it likdy to be to find indqiendad, objective experts to address the large 
number ofriskftctors under considesatioD? What difficulties, if any, do you foresee? 

VA and lOM developed a eonlract (as had been proposed by the Ptesidei^ Advisory 
Committee) wMiout any apecific statutory directive. Is the lOM satisfied with the terms 
of the contract, fiom a scientific perspective? Ifso, there is no further need for legislation 
on this matter to meet any sdent^ concern on the part of the lOM, is there? 

Resomae to OuatloH I -. The scientific la^ of reviewing, evaluating, and summarizing 
the available scientific and medical infimnation regarding the association between 
e xposures during the Persian Oulf War and rxiveiae heaMi effects e xp erienced by Persian 
Gulf vetems is quite fiirmidable. The manbers of possible exposures is large and 
includes such hems as depleted uranium, pesticides, and biologic warfiae 

agents, vaccines, heat stress, aoNaits, paints, fuels, smoke fimm oil-well fires, sand, and 
pyridastigmine bromide. In addition, die actual exposures and dose of exposures 
experienced by Persian Gulf veterans is imknmnL 

Further complicsting the task is that there miqr be little human or animal data tdaled to 
the exposures chosen fiir study, the hesffe effects r el at e d to ex p os m e to aanhiple 
chemicals is largely unknown, fire symgistic effects relaaed to different cbernical 
exposures nuqr be unknown, it may be difficult to extrapolate animal data to man, the 
dose- t e s posBe may not be linear (ttiete may be a thresh^ effect telnled to aome of the 
biologic attd chemical exposuresXattd file scientific data easy not be sufficient to 
dete rmin e whether or not an asaociatiooeatats between an ex p osn r e and an adverse healih 
outcome. 

However, the obstacles listed above are not ^recific to Prriian Gulf veterara’ exposures, 
and those difficulties are generic problena wlan trying to liidi possible exposures to 
adverse beahfa outcomes. Scientaa often rely on mixleling and mechaiisticdatato 
determine the biologic plausibility for the ass ociati o n between exposnre and health 
outcorras. The lOM co mm it t ee will coraider biologic plnusibili^ during the upcoming 
study. 

Finding indeperxienl, otijective experts to address the laqe aanber of risk fectors under 
conaidetalion will be time oonaummgtartt. There ate a number of individuals who are 
well qualified to provide expertise on these topica fiom a scieatific and nadkal 
paape c t i vc. However, the task is coicqrlicaled by the laed to ensure that the expeta 
Chora ace not OoO or VA fimded, and dat th^ have not already taken a position on the 
H h elihnod of ass o cia t ion between the e x p p s u rm and the health n ia rnnan aidtrstudly. It 
is expected that asaroib liug the iitdrpen dent, etqart co mmHan will requite se ver a l 
months ofactivi^ and search. AsaonbGng such expert panels is, however, at the cote of 
howthelOMfunctioo. Wehaveagreatdealrf' e xpe t ienc e intliistypeofeBortanda 
iacge pool of leading scfentists and c lin i cians fiom which to select vohnneets fin titis 
project 

From a a c i r n liHc p er s pec ti ve, the lOM is satisfled with file terms of its proposed st»4y 
wilhVA. The VA was very c oopera ti ve and lecepllve to lOMrug ge a tinns as the p r oc em 
evolved. As you are awme, tbs entire project described to your comadllee is a dnee 
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phase project The cunent propoe al between lOM and VA is fi>r the fiiat phase only. 
While the next two phases have been geaeaUy described, H may be fiuitfiil to reexamine 
the proposed project and to make aiqr necessaiy ad jus t m e n t s based on the findiiig e of the 
fiistphase. Such negotiations would be bated «a the scientific findings of the lOM 
oommittee woifc. 


nuritim 2 - VA and DoD have fepoctedlyaakedlOMtodewdop a woricriiopto examine 
how they might do leseaich on treatment ouloonies. When would that wotkriiop take 
|daoe? 

Remoiae to Question 2 : The Depertmait of Vrtnant Affiuis and the Department of 
Defense have aeked the lOM to establish a conan i n e e for the pmpoae of deveiopiiig a 
research design and methods that could be used to measuro the health of Fenian Gulf 
veterans. The committee will explore the feasibility, given existing databases, of 
conductmg research on t re at ment outcomes, health outcomes and health status. 

Durmg the IS monfo study period the conanittee plans to meet S times, one meeting of 
which will inchide a wori^op. It is likely that the wotkshop will be held in Spring, 

1998. The woekshop will include presentations on research planned or conducted to-date 
on Fenian Qulf veterans' heatlh; a review of existing databases fix the conduct of such 
research; and exploration of methodological issuea regaiding the conduct of such 
research. The crarunittee will determine vriach of these a pp ro ac h es it is feasible to pursue 
given existing data and will produce a final report describing a research design and 
mediods that could be hnplfsranted by VAaralDoD. 


Ouesttow J : There has been criticism feat the Fedcial research effiatimOulf war 
illnesses lacks a coherent approach. Given the number of risk fiKtonuiaier review and 
theuncertainty rega rdin g the heoMieflitets experie n ced by veterans, see there comparable 
situatioosormodela to which Goverameat should have looked in devdopiiw its research 
pians? 


Aainowsreothiairioic J : The Persian Gulfvsie ran eiqterieoceisdiflerent in at least two 
significant ways fiera previous srtuations or models where the govcnmeal hm fimded 
teasareh on veterans' heaMt lailarsi of exposure to one agent (as was the caie with the 
atomic veeetstM, those e xp o s ed to di c m i c al agents at the EdgeumodAisenal or Vietnam 
veterans), firere ate many vasdydififetent exposures which need to be investigated. There 
is also the need to invealigale possible synergistic efiects of these agents. In addition, it 
has not been poss ib l a to de t fcm i nr, fix each of the potential agems of cx p r)si a e,wluch 
veterans were exposed at what level Norhasfoere been suffideat passage of time to 
allow fix the derolopmenl of the katgentarm possible health efiects such m cancer. 


For these reasom, it is very difficult to ideraify peevisus companUe situatiotis or models 
that can be used to guide the devdopmeat of the Federal research effort on Gulf War 



'■ Regmdiagundiagtosable conditions in Persian Golfveterans,ia your report 
aiding in csacnoe that BHdtaufJbutilliaBlitfaEiLfilllldiliaii there are ways thw 
cond itio ns can be treated ? WortUyoueoanaMaS? 

Ouutlon 3 : The oontmiltee report states that'll cases where a diagoosis 
cannot be idraaified,tieeSmeiM should be targeted to specific ^mptoms or yrahomes 
(e.g.,fiaigue,pain,depresaion).'' The comauttee believes that w^ it may not be 
poasibla to anive at a defiaititw diagiioais in all eases, it mqr ha poaeible to tinat the 
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Question 2 : Your committee’s finding regaiding difficult-to-diagnose conditions among 
Gulf vetenms app\y to VA as well as DoD. What practical steps can Dr. Kizer as VA’s 
Under Secretary for Healdi take to change the way his {riiysicians provide care to their 
patients. 

Response to Qurstion 2 - lOM review of the VA inqileinentation and use of the 
diagnostic protocol for Persian Gulf veterans has been completed and die final report was 
released on Monday, March 16, 1998. I have included a copy of that rqiort for your 
information. It provides thorough and reasoned recommendations based on site surveys 
and analysis of the VA system for diagnosis of Persian Gulf veterans' health problems, as 
well as input Stem scientific oqierts and clinicians, VA providers, veterans, tte General 
Accounting OfiBce, the President’s Advisory Committee on Persian Gulf Illnesses, and 
the expertise ofthelOM committee memhos themselves. I would refe you to the 
recormnendations of this expert Committer on the Evaluation of the Department of 
Vetoans Afibirs Uniform Case Assessmort Protocol to provide an answer to your 
question. 

Questions -. In its testimony today, the GAO finihs VA and DoD for fiuling to mmiitor 
Persian Gulf vetoans’ clinical progress after their initial examinations. VA questions the 
feasibility of a monitoring effort in the absence of a well-defined illness. Are there 
measures short of formal outcomes studies by which die Dqiartmeiits can meaningfiilly 
monitor or assess clinical p rogress or inprovement in the care of undiagnosed or ill- 
defined health problems in Persian Gulf veterans? 

Response to Question 2 : There are a Variety of levels of evaluation that One Can 
undertake in any health cate setting. First, one can assess whether there are sufficient 
resources to provide care, e.g., appropriate licensed practitioners and adequate resources 
and equipment The next level of assessmort is to determine wfaedier these resources are 
being us^ that is, do the physicians see patients, do patients have their blood pressure 
taken, ate laboratory tests ordered and done. 

The third level of evaluation would be to determine whether these resources ate being 
used a pnt opri«tglv to Order to conduct this third level of evaluation, it is necessary to 
determine what is ap propriate given the presenting symptoms and conqilaints of the 
patient One can tefa to medical textbooks firr the answer ofwfaat is ap prop ri ate and 
adequate diagoosis and treatment for defined conditions. One can use clinical practice 
guidelines that have been developed by AHCPR, the American Society of Internal 
Medicine, and many other tnediod and health groiqis (including the VA) for well defined 
diagnoses and procedures. For tiiose conditions for which no clinical practice guidelines 
have been developed, one can develop those guidelines as the VA did fin PTSD, Major 
Dqxessive Disorder (MDD) and MDD with substrmce abuse. 

Actual practice can then be co mpa red to tiie clinical practice guideline to determine the 
extent to which the practice of tnedicine is consistent with the guideline for practice. 

Ifowever, when there is not a scientific body of knowledge that, through well-desigoed 
and rqilkated t eararch, documents vriiat t rr at mmts work to improve the health of 
patients with particular oottqilaints or problems, it is nec essa ry to conduct fimnal 
treatment outcomes studies. This requires well-defined treatment and control groups, a 
well-defined ttratmnit protocol, and weH-measured health outcomes. 


Question 4 -. Given the view that cunent scieraific evidenee does not siqiport a link 
b e t ween environmental risk factors in the Gulf and reported illnesses, can veterans who 
have temaitied in good health since their Gulf service fed reasonably confident that they 
«r> iwv lilf^lv tn Awelnn imenmlainaMt- unfagimMiile iHnesl in the filtlire NyfflUfT Iff 
their Gulf SCTvice? 


Response t o Question 4- Given information available todqr, it does appears that Oulf 
War vetams udio do not currently have unexplained or undiagnosed illnesses are 
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unlikely to develop tlioae illnesses as a tesuh of tfaes past Gulf Wv aetvice. To 
thoroughly and adequately explore the issue of association between exposure during the 
Persian Gulf War and adverse health effects ejqierienced by Persian Gulf vetecans, 
however, lequiies a massive effort of review of all scientific and medical literature and 
assessment of the biological plausibility that these exposures, or synergistic effects of 
combinatioos of aqxMures, are a s ro ci a te d with illnesses experienced by Gulf War 
veterans. The VA has contracted with the IC^ to conduct this review of associatioas 
between exposures and health outeomes. 


Questions : A «n n Hi nv w s ijl GAO iqvirr sppesis to iwUtaHiet tt» findings nf pr»!vijm« 
etqtert panels, including the PAC, in slating that “a substantial body of research suggests 
that low-level exposure to chemical warfiue agents or chemically related compounds. . . 
is associated with delayed or long-term health effects.” What’s your assessment of that 
statement and of the stre n gth of dw underlying scientific evidence? 

Response to Question S : The strength of die underiying scientific evidence for 
association b e t ween low-level erqiosure to chemical warfeie agenti or chemically related 
compounds and delayed or kmg-term healtfa effects will be assessed in the new study 
which lOM will be conducting on the Health Effects Associated with Service in the 
Persian Gulf War. The lOM committer evaluating the adequacy of the CCEP for 
diagnosiiig Persian Gulf veterans did not find ”a substantial body of research” that 
conclusively indicated the existence of long-tenn health effects of low-level ecqxisuie to 
nerve agents. 


Questions : The GAO, in its work appears to rely heavily on research conducted by Dr. 
Robert Haly. Dr. Haley app a r e ndy found that Persian Gulf veterans whom he tested had 
subde neurological problems which he attributed to chemical exposures; did you or your 
colleagues review that research and reach any conclusions regarding its stren^? 

Response to Question 6 : The Committee on die Evaluation of the DoD Comprehensive 
Clinical Evaluation Program did review the work of Dr. Haley as it was publiahed in the 
JAMA. The commitiBe concluded that additional research was needed to determine the 
clinical significance of the work conducted ly Dr. Haley and his colleagues. 


Question 7 : There has been criticism that the Federal research effort on Gulf war 
illrresses lacks a cohererrt approach. Ghrai the number of risk factors under review and 
the uncertairtty regarding tte health effects operienced by veterans, are there comparable 
situations or rrrodels to which Goverament should have looked in developing its research 
plans? 

Response to Question 7 : I would Goncrrr with [h. Donald Matdson’s response to this 
question, that is the Persian Gulf veteran experience is different in at least two significarrt 
ways finm previous situations or models vriiere the government has fiirxled research on 
veterans’ health. Instead of exposure to one agent (as was the case with the atomic 
veterans, those exposed to chemical agents at the Edgewood Arsenal, and Vietnam 
veteransX sre rrrany vastly different exposures that need to be investigated. There is 
also the need to investigate possible synergistK effects of these agents. In additian, it has 
not been possible to determine, for each of the potential agents of erqxHure, vriiich 
veterans were exposed at what level. Nor has there been sufficient passage of time to 
allow for the development of the longer-term possible health effects such as cancer. 

For diese reasons, it is very difficult to ideidify previous conqiaiable situations or models 
that can be used to guide the develr^nnent of the Federal research effiat on Gulf War 
illnesses. 
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P o rt -H Mri ng QuwMons 
Concaming tha Fabniary 5, 1998 
Haarfng to Racalva Updatas on Rasaarch, 
bivaaflgatlona, and ProgranM Involving 
Paraian Gulf War Vatamna' llinaaaea 

For Dr. Kannath KIxar 
Undar Sacratary tor Haaltli 
Dapartmant of Vatarana Affaira 

From Tha Honorabla Bob Stump 
Chairman, Commttlaa on Vatarana' Aftaira 
U.S. Houaa of Rapraaantatlvas 


1. A November 1996 Persian QuH Coordinating Board report entitled ‘A Working 
Plan for Research', cites a need in the near future to explore “more longitudinal 
studies of the health of Persian GuH veterans* No new longitudinal studies have 
been mounted since then. What are your plans for starting such a study this 
year? 

Raaponaa: There are a number of projects in the government’s research 
portfolio on GuH War veterans’ illnesses that have longitudinal components. The 
outcomes being looked at in longitudinal studies are varied in their nature. 

The VA Mortality Study is a longitudinal study of the mortality of Gulf War 
veterans. The first examination of mortaHty in GuK War veterans was published 
by VA scientists in the New England Journal of Medicine in November 1996, atvf 
reported on deaths among GuK War veterans atxl their non-deployed 
counterparts through 1993. That study found no significant dKfeiences in the 
disease-specHic death rate among de^yed GuH War veterans compared with 
non-deployed veterans. There was, however, an observed increase in the death 
rates of GuH War veterans due to accidents, and motor vehicle accidents in 
particular. This study has since undergone its first follow-up, reviewing deaths 
throu^ 1995. PreliiTiinary findings indicate results that are similar to the first 
study. VA is committed to continuvig to follow the mortality experience of GuH 
War veterans well into the future because delayed onset diseases, such as 
cancer, have latency periods of many years. 

Another relevant study. Phase Ilf of the VA National Survey of GuH War 
Veterans, is expected to begin in the spring of 1996. Phase III involves physical 
examination follow-ups on veterans who participated in Phase i and Phase II of 
the survey. The same questions asked in Phases I and II will be repeated in 
Phase III which will be two to three years following the initial questkxinaire. 

Thus, Phase III, in addition to providing objective clinical findings to accompany 
seH-reported symptoms and iilnesses, will also provide a measure of longitudinal 
progress of a population-based sample of GuK War veterans. 

Likewise, investigators at the University of Iowa who conducted a telephone 
survey of GuH War veterans in the state of Iowa (results published in JAMA. 
January 1997) will be conducting follow-up physical examinations on participants 
in the original survey in two separate proj^s funded by HHS and DOD. SpecHic 
outcomes that will be examined include asthma (in the HHS funded project), and 
depresskxi, cognitive dysfunction, and muiti-systemic conditions (in the OOD 
funded study). Again, this will provide an opportunity to examine the health of a 
population-based sample of GuH War veterans and to compare their health with 
the original survey findings. 

Projects A and B of Hie VA's Boston Environmental Hazards Research Center 
are examining Hie cxignitive and neurological function of participants in the so- 
called Pert Devens reunion study. These veterans were first studied when Hiey 
were processed Hirough Fort Devens ki Massachusetts upon Hieir return from 
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theGuKWarin 1991. They have now been studied at two additional time points 
following the initial evaluation in 1991. Publications in progress include 
evaluation of reported health symptoms by this cohort of Quif War veterans at 
Time 2, examination of reported sexual harassment by the women surveyed, and 
a longitudinal assessment of PTSD and psychological symptomatology between 
Time 1 and Time 2. In addition, researchers at the Bos^ Environmental 
Haxards Center are developing, in cooperation with states in the New England 
area, a Gulf War veterans cancer regi^ that win provide a mecuis of monitoring 
cancers among veterans in those states over many years. 

Additionally, the VA East Orange Environmental Hazards Research Center has 
been conducting physiological, psychological, and neuropsychological 
evaluations of veterans with fatiguing Illnesses from the VA Persian Gulf 
Registry. Originally, this group was only to evaluate these veterans at a single 
time point They have modify their protocol to iiKlude a second time point and 
have already b^un to bring back veterans for follow-up evaluation. 

Further, the Department of Defense recently funded three projects on GuK War 
veterans’ illnesses that have longitudinal components. One study funds a VA 
investigator to continue studies Ol the psychological and neurobiological 
consequences of the GuH War experience on a cohort of veterans that have 
been followed since the Gulf War. An important aspect of this study is the use of 
magnetic resonance imaging to examine the functional correlates of the 
psychological health outcome in these veterans. Two other studies ate 
coTKfucting longitudinal evahjatiorts of the physioal and psychological health of 
women GuK War veterans. 

Finally, VA and DOD recently announced a collaborative effort to conduct a 
major mutti-stte treatment trial of GuK War veterans with Chnxtic Fatigue 
Syndrome (CFS) and Fibromyalgia (FM). These two condttions bear many 
similarities to the symptom complexes experfenoed by some other GuK War 
veterans and, thus, such a treatment trial couM shed light on effective treatments 
for these other GuK War veterans. H is IRrely that such a treatment trial wKI 
involve a longKudInal component to evaluate treatment efficacy over time. 

As can be seen, VA, DOD, and HHS have been engaged in a number of studies 
involving lortgKudinal follow-up of GuK War veteran participants. Several new 
studies have been inttiated since the 1996 Walking Plan. At the present time, 
the Research Working Group of the Persian GuK Veterans Coordinating Boanl 
does not recommerxf funding addftional longKudinal research studies. This 
recommendation does not, however, apply to future clinical folfow-up 
examinations of GuK War veterans. 

2. Some criticize the Federal Persian GuK research for lack of timeliness . For 
example, in 1992. Congress directed VA and DOD to contract with the National 
Academy of Sciences to get recommendations for Persian GuK research. NAS 
didn’t provida initial recommendations until 1995. and issued its final report in 
1996 . Doesn’t that experience raise questions regarding the means by which the 
Government gains timely, independent guidance for future research? 

Response: The federal government has been managing the research portfolio 
for GuK War veterans’ illnesses in a measured, scientKically expedient, and 
effective manner. 

VA, DOD, and HHS have used a number of vehicies to obtain advice on research 
directions, including the NAS Institute of Medicine (lOM) panel on the Health 
Consequences of Senrice in the Persfon GuK War. The lOM panel was 
contracted in FY ’93 following the legislative direction, and K began work in early 
FY *94. Between the signing of the contract and the commencement of work, 
lOM had to recruft appropriate panel members to perform the required work. 
Besides the lOM panel, advice was obtained from the NIH Technology 
Assessment Conference held in April 1994; the Defense Science Board then 
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produosd tefindkigt and raoonuMndBtionsin July 1994. TbaadvioaofthalOM 
panel was not reatricisd to Ha Mafkn and final reports. The ongoing inaalingB of 
the panel and Ns IntamcUons wfih VA. DOD, aitd HHS affidala provided 
numerous oppoitunNIee for Interim, Informal advice. Thus, at no time did the 
goivemmentwaN to proc ee d eiNh re sea rch pfene as these oommNleee met; there 
simply was no need to waN. This apples as wel to the actMtiee of the 
PresMantlal Advisory CornmNlee (PAC) on GuM War Veterans’ INn oBsoe . The 
bimonihly public meetings of the PAC provided opportunWes for VA, DOO,and 
HHS olficialB to interact «Mi the expert members of the PAC. 

3. GAO belevssVA needs to develop a mechanism to monNor Persian QuK 
veterans’ cinical progress or the effectiveness of their care. Yourtestknony 
expr ossoc agraetnent In prindpie. but sugges t s that ascertaining whether 
pcdienls have improved cen only be detennined through the conduct of outcomes 
research (whose feasMMy you’ve asked the InstNute of Medidns to explore). Is 
H your posNion that treatment trials are the only mechanism that could reasonably 
be considered to assess whether VA Persian Gulf veteran patients (or any 
subsets thereoO have improved under VA care? 

If so. Is there an Inconsistency between, on the one hand, the 
Deptutment’s wlHngness to track tongNudinally self-reporled data from 
veterans on their health status, and its apparent unwillingnees to constder 
any other urtsdentific meesures for reviewing overtime health status or 
cinical progress? 

Reeponee: The Research Working Group Is in basic accord wNh al of the 
research recommendations of the PAC arxl lOM and have been striving to carry 
out these recommendations. 

As you may know, during the past seven years, VA has provided outpatient care 
for nwre than 221 ,(X)0 Gulf War veterans. More than 22,000 Gull War veterans 
fwve been hospNalzed and cared for as inpatients in VA medical centers. More 
than 67,000 GuN War veterarw have completed toe Guff War Registry health 
examination at VAfadWies. These veterans suffer from the entire la^ of 
diagnosabla medical oandNkxw and seme have unexplained symptoms. LitUeis 
knovm about the natural history of the ill-definad oottoNions experienced by Gulf 
War veterans. 

It Is poesNile to get a partial estimate of heaNh outcome for certain subsets of 
veterans or for a stogie parameter of interest (such as customer satisfaction, setf- 
repottad health status, or functionai status) without designing a comprehensive 
research study. However, obtaining a valid md complete assessment of health 
outcomes to Guff War veterans requires well-designed research. Furthermore, 
valid assessment of treatmeiTt sifioacy requires design of raiKlomized dinicai 
trials. 

I understand and sinoetely share your correems about Ihe heaNh consequences 
of GulfWarsenrice. At first bkish, the questions raised by (xAO seem simple 
and straig h ttofward. However, when one attempts to develop a specific strategy 
for answering the questions, the complexity and knottiness of the problem quickly 
becomes apparent There is extreme dffficuNy to ascertaining vtoether the heaNh 
status of the erttke cohort of Gulf War veterans Is better or worse as a resuN of 
VAtreatment This difficuNy is related to the wide variety of medical conditions 
that have been experienced coupled wito the large number of posstole medically- 
accepted pharmacologic and ncn-pharmacologic treatments for each individual 
dagriosis. In addNkxi, numerous studies suggest that many Gulf War veterans 
suffer not one, but multiple illnesses. 

An example might be helpfui to illustrating the problem. HypotheticaHy, let’s say 
ttiat Guff War veterans suffer from one hundred posstole condNions and Guff War 
veterans average tvro conditions each. What is the posstole number of outcomes 
that would need to be assessed if 1(X) Nlnesses were suffered in combinations of 
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two? A quick calculaUondemonsilsiM Ml 4,950 analyMS would need to be 
perfbnned to describe the heeKh eondWon of theee veterans. Hthesemeone 
hundred condilions occurred five el e time, M possMe number of combinstions 
Is 75,287,520. NowsddtoyourcelculslianMleechoombinstionof medtesi 
conditions cen be treetedwkh five poestolecomb M tions of therapy end M 
enelysis becomes vhtuelly mincHwgglngl 

Deterniinetlonoieppropri e te, stenderd to e d ,quentltieble outcome meesuree is 
enothervitel issue thetVHA must oonsidef in d o v o lopInoemethodolOBy to 
essess M heeNh outcomes of QuK Wer veterans. Petieni setisfection, functicnsl 
stetus es delennined by 8F^, symptom burdens, execerbetion rates, sceles of 
disease progres si on, healthcare uHization rates, pharmacy usage, and cost of 
healthcare are examples cfpotsnUelvariabiae of intaresL However, each 
addresses a different aspect of health status and would be mom or leas 
appropriate deperxling on M medical condWon being studied. InfaetVHAfs 
currently performing a langRudkial analysis of QuV War veterans’ satisfaction wtti 
VA care and functional status. These resuks are partialy responsive to M 
questions you’ve asked. I should be abia to report these resuts to you by May 
199a 

As you noted, we have contracted wkh M Inslitula of Medidna (lOM) to explore 
M feasbility of melhodologias to measure M dnical progreas and 
effectiveness of our treatment efforts arxl to advise us on methods to colact and 
ar«aly» longitudinal information oonoeming M effactivenass of trealmerti and 
health outcomes in Gulf War veterans. We look fonvard to their advioa on this 
Issue. It is our view, at this tkne.Mt wall-designed research studies Is the best 
(and perhaps only sdantWe) mechanism to assess treatment affecUvanass. VA 
is astablahing a program of muW-oanter dnical trials to address M 
effectlvaness of protocols for treating Guk War veterans who suffer il-definad or 
undiagnosed conditions. Of course, we will share M lOM findings and 
recommendations wRh you and M other members of M Committee, as soon as 
M report is avalable. 

We understand ttwl you peroeivs an apparent inconsisterrcy between our 
willingness to perform a kmgihxfinal ari^ysis of sett-reported health status of 
veterans from M Registry and what you called our *unwiMngnesar to consider 
any other unscientific measures for reviewing health outcomes or clinical 
progress. Our report on veterans’ seV-reportad health status grew out of an 
operwtiinded attempt to be responsive to M GAO recommendations and use 
our existing national databases to provide partial answers. We found M self- 
repotted health status data Interesting, but not especially enligfitening. As stated 
previously, we will also be reporting ^-reported functional status and 
satisfaction measures. However, we continue to believe that scientific answers 
are needed In addition to these exploratory or more anecdotal efforts. Wevmnt 
to assure you, Mr. Chairman, that we are not unwilling to ctxisider novel 
approaches. VHA has been a leader in research, and we are positioning 
ourselves to be M national benchmark for health outcome studies. We have 
contracted wtth lOM because we are genuinely interested in getting valid 
answers to veterans’ concerns and in improving the state-of-lhe-art for outcome 
studies. 

4. Please provide for the record a list of the nearty 20 VA medical centers at 
which ‘case management* has been implemented as a routine clinical strategy 
for GuH War veterans (as reported in your testimony). 

For those nearty 20 centers, what specific implementation actions have been 
taken, and how many Persian Gulf veterans’ cases are being managed at those 
taciiities? 

Also, please provide the specific performance measures aimed at ensuring that 
approixiate resources are devoted to these efforts which have been established 
for network directors. 
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n «»poi m; Thefokwring VAfnedical centers are utaizing the ‘case 
maramemenr approach to patient care: Big Spring, TX; Binningham/HuntsvMe, 
AL; Boston, MA; Colurnbia, MO: Dayton, OH; FayedevMe, NO: Grand Junction, 
CO; Houston/BeaurnonUUibbOGk, IX; Uto CKy/TaHahassee, FU 
Marion/EvansviNe, IL; Northampton, MA; Oaktend Parte, FL; Omaha, NE; Pakn 
Beach/Rivera Beach, FL; Providence, Rl; ^ Antonio/KemaNe, TX; St Louis, 
MO; Tampa, FL; SeaMs/American Lake, WA; and West Haven/Newington, CT. 

The FY *96 performance measure for case managsment is attached for your 
kifotmation. The specific performance measures utilized are to ensure the 
availability of adequate resources. For a fully successful program, VISNs must 
improve the score on the overall coordination of care customer service standard 
by five percent; and for the SMoeptionat program, a ten percent increase. SpecMc 
implementation actions and a progress report will be pM of the VISN Directors' 
perfomtanoe assessment We will share that information vMt the Committee 
when it becomes available. Since this approach Is relatively new at most of 
these fadlilies, we anticipate that the numbers of veterans currently served by 
case management is stN rather low, but increasing. 

5. Your testimony discusses many initiatives you have undenway. Arethere 
recommendations directed at VHA v^ich the PAC, lOM, or other expert scientific 
bodies have made that you have r ofo c to d and NOT carried out? 

If so, what are they, and vrhat are the reasons tor not imptomenting these 
recommendations? 

Ite eponae : To the bast of our knowledge, VA has seriously considaied and 
implemented (at least In part) almost alt the recommendations oHerad by the 
numerous scientific advisory committees that have evakiatad our efforts on 
behalf of 11 Gulf War veterans. The exception to this principle Is related to the 
Presidential Advisory Committee reoommendatian arfvising VHA to offer genetic 
counseling services to veterans and their families. This reoommendatian 
remains under review. Genetic counseling requires reproductive evaluations of 
both the veteran and spouse. If VA decides to provide genetic counseing 
services, new legislative authority would be required to do an evaluation of the 
veteran's spouse. 
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Attachment 

Chainnan Bob Stump’s Question No. 4 



Attachment to Question 
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Po9MlMfln9 

ConcMTilfig ttw Fsbmary 5, 1998 
Haarlng to Racahi* Update* on RMMtcii, 
Invaa t lBa t lon a . and Progwan a tewoMnfl 
Paraten Gulf War V a te r a n a ' Wnaaaaa 

For Dr. K*nn*lli Kteor 
Under Saciolary for Haaltli 
Dapartmant of Veteran* Affair* 

From The Honorabto Lana Evan* 
Ranidnfl DamooraBo M ambar 
C on wn f tt aa on V ater a n a * Affairs 
U.S. Houa* of r tepra a ant a Hvaa 


Quaalton 1: Dr. Donald Mattison spolce about the contract VA has developed with the 
Institute of Medicine (lOM) which establishes an advisory role on research undertaken 
by VA. lOM also produced a report on the Health Censequences of Persian Gulf War 
in 1996. Please de a cdba how the recommendations made in that report affected the 
research or health agenda for VA's treatment of Persian GuK veterans. 

Ansawr: The Institute of Medicirre's Final Report on their study “Health Consequences 
of Service During the Persian Gulf War* has been a valuable tool to guide the research 
efforts of VA specifically, and the government generally. 

With respect to VA research efforts, several research activities were undertaken or 
given additional emphasis as a rasuK of the lOM report. The Rnal Report 
recommended that mortaUly studies on GuK War veterans be extended out to at least 
30 years. In 1996, VA published Ks study of GuK War veterans’ mortality experience 
through 1993 in the New England Journal of Medicine . This study showed that 
although there were more deaths among deployed GuK War veterans than among their 
non-deployed counterparts, this excess in deaths was due to accidental causes 
(primarily from motor vehicie accidents). VA has followed that study up by extending 
the time period of deaths through 1995. The results of this follow-up are consistent with 
the earlier results. VA is committed to updating the mortality study on a periodic basis 
far into the future because excess deaths due to such causes as cancer may not 
become evident until much later. 

Because of the excess deaths among deployed GuK War veterans due to motor vehicle 
accidents, lOM recommended that a study be conducted to understand the risk factors 
for those excess deaths. VA researchers examined in greater detail the circumstances 
surrounding each motor vehicle accidental death using Department of Transportation 
databases. Preliminary resutts Indicate that the excess deaths due to motor vehicle 
accidents may be associated with certain behavior patterns such as speeding and 
failure to wear a seatbett. Additional research can hopefully determine vrfiy such 
behavior patterns may have occurred. 

The lOM report urged improved DOD record keeping for epidemiological purposes, and 
enhancement of DOD epidemiologic capabilities. VA, DOD and HHS have been 
working together to develop a strategic plan for future deployment health that includes 
research to improve prevention, intervention, and treatment of deployment related 
health problems; improved record keeping; improved health surveillance; and improved 
risk communication. The inKiative is in response to a Presidential Review Directive, 
NSTC-5, that was prompted by a recommendation of the Presidential Advisory 
Committee on GuK War Veterans' Illnesses. However, this activity is also consistent 
with the recommerKlation of the iOM to continue and extend the Defense Medical 
Epidemiological Database (DMED). An integral part of this plan is continued 
improvement of capabilfties and capacHles to sy^ematically collect medical and health 
data of active duty service members, as well as to enhance epidemiologic capabilities 
where needed. The quality of these data elements should signKicantly enhance 
epidemiological research capabilMies. 
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The lOM report recommended that gendar itauM te addressed when assessing haaKh 
effects of deployment. The VA Office of Research and Development has identified 
women’s he^ as a priority research area within its program of Designated Research 
Areas. VAreeecuchers are currently carrying out nine research projects, valued at $1.3 
million, specifically targeted at the health cotwequences of the miHt^ experience of 
women. The Health Services Research Service in the VA Office of Resaiuch and 
Development has also issued a Request for Applications inviting sutxnissions of 
proposrUs to study the impact of getider differences In health. In the federal 
government's research p^olio for GuH War veterans' illnesses, there are, in addition 
to the projects mentioned atxnre, 10 projects that approach gender issues and the 
impact of service in the Gulf War from a varied of perspectives ranging from 
reproductive health to psychological health. The lOM report reinfbr^ our view that 
this was an important area to investigate. 

The lOM urged the completion and publication of the Naval Health Research Center 
epidemiology studies. These studies continue to progress at a steady pace. In the 
put year, major publicatiora on reproductive outcomes and hospitalizations have bean 
published in the New England Journal of Medicine . These have contributed 
significantly to our assessments of Gulf War veterans' illnesses. 

The lOM recommended completion and publication of the VA National Survey of Gulf 
War Veterans. Phase I of the Survey is complete, and Phase II Is nearing compMion. 
Phase III involving detailed physical examlnatiorts of Gulf War veterans, spouses, and 
children is expected to commence this spring. 

In accord with one of the lOM recommendations, a study of predictors of VA and DOD 
registry enrollment has been completed, and the results of that study should be 
published this spring. 

Lastly, the lOM strongly recommended that all research results be published in a timely 
manner In peer-reviewed scientific publications. This has been a iong-standing policy 
of the Research Wortdng Group (RWG) of the Persian Gulf Veterans Coordinating 
Board and continues as such. Part of the charge to the RWG is to ensure scientific 
peer-review of all research on Gulf War vMerans' illnesses research. 

The 1996 lOM report also made recommendations concerning the collection and 
maintenance of health exposure information to improve the evaluation of GuH War 
service-related conditions, and it gave considerable attemion to improving medical 
information systems that would be used In future conflicts. Also, the report stressed the 
need for VA and the Department of Defense pOD) to collaborate on the development 
of.a computerized patient infomtation system that would create a single, unHorm health 
record for each service person. The recommendations made in the lOM report 
Influenced VA's health agenda for GuH War veterans, largely by focusing our attention 
on conecting gaps in systems that were already in place. We have made a 
considerable amount of progress improving these areas since the report was published. 

An executive council of senior VA and DOD healthcare officials is improving 
communication between the two Departments, finding ways in vHiich Hieir health-care 
systems can work together, and reducing or elkninating overlap in Hte services each 
Department provides. For example, late last year, the two De^rtments agreed to 
conduct joint discharge physical exams that f uHill both DOD and VA requirements. 
Previously, DOD conducted an exit physical exam before separation, and VA would 
conduct anoUter exam H the veteran a^ied for disabiWy compensation aftennrards. 

VA's compensation and pension protocol requirements are now incorporated Into DOD 
exit physical exams. The exam will meet VA requirements for claims determinations, as 
wen as DOD needs for a separation medical examination. When fully implemented, this 
new national poHcy will allow separating or retiring military service members expecting 
to file a claim for VA disabilHy compensation, to undergo a single physical exam prior to 
discharge. 
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Th* VAAXX) macutiw oound to wortdng on other MHaUMS <0 knpraiw VA/DOD 
healthcare coordination lnclud>ifl:(1)Cr»«ianneompoMbte.computor4)eaeclprttont 
records to ensure a smootti transfer of Monnadon between OOD and VA heaithcare 
systems, and provids every service member with a single, comprehensive VAAXX) 
healthcare record; (2) Working on ways the two Departments can share existing 
automation and techniDlogfeal products and oodaborate in the ongoing and future 
development of medical automadion and technology; (3) Creating and pubRehing joint 
clinical practice guidelines for dtoeaae treatment (4) CoM>otating in or combining 
iaboratoiy and pathology programs; and (5) Developing a long-term effort that builds on 
the awcornpRshmenls of the Metegency Persian 6uif Veterans CoordkMrting Board, 
through the estabitohment of a muMlateial MHtaty and Veterans Hearith Coordinating 
Botud. These efforts will improve future medtotdsutveillanoe,heallhcaue, 
compensation and reseauch effort s . 

Ouee l lenfc VA has fOur national referral centers for Persian Gulf War Illnesses which 
have seen about 400 veterans since VA established them. What has and what can do 
to provide auxMss to a level of dtognosdc and treartment commensurate to v4iat to 
avaUlable through the centers for greater numbers of veterans? 

An s wer : While fewer than 500 veterans have received care at the Gulf War Refenal 
Centers, many more GuH veterans with uttexplained symptoms have received 
appropriate diagnostic evaluations and treatment at their local VA medktol tacHitles. FOr 
the veteran’s oortventonoe, we encourage local VA medical centers to provide u many 
medical evaluations as possMe. However, we have found that some Gulf War 
veterans have medical conditions that require retorral. In some cases, this to due to 
lack of ability to provide subspecially consuRation or diagnostic technology at the 
smaller centers. In other instances, the case to medically complax and requires a 
second opinion. VA established GuK War Referral Canim in West Los Angeles, 
Houston, Birmingham and Washington, DC to assist these veterans. The decision to 
send a veteran with uneiqplainad symptoms to a referral cerker to made by the local VA 
physician in consultation wNh the refsirral center. No Referral Center has denied a 
veteran’s admtosion when it has bean requested. 

Efforts are being undertaken to evaluate the eHecUveness of Gulf War Referral 
Centers, and Gulf War veteran’s satisfaction with VA health care. We have obtained 
some preliminary results about Refenal Cerrter patient sattofacUon from ihe Natiorral 
Health Survey of Gulf War Era Velerarrs, but have not yet completed the formal review 
or data analy^. Appropriate adjustments «4II be made to the program after the review. 

QueellonS: There are many research projects taking place in VA investigating Persian 
Gulf War Illnesses. VA has four environmental research centers - please descrtoe how 
these centers were so l o ct o d, how their projects ate selected and funded, and the focus 
of their research to date. 

Answer: The first three Environmental Hazards Research Centers (EHRC) at Boston 
VAMC, Portland VAMC, and East Orange VAMC were the result of a competitive peer- 
review process resulting from a specific cafl for proposals issued January 10, 1994. 
Nineteen proposals from VA medical centers arid their academic affiliates were 
reviewed for scientific merit in tote spring 1994. Funding was announced in July 1994 
and the three centers were funded beginning October 1, 1994. Each of these centers to 
receiving $500 thousand per year for up to five years. Each EHRC has approached 
Gulf War veterans’ Mneeses vMh an overarching perspecthra that environmental 
ejtoosutes may have played a significant role. In this context environmental eifoosutes 
is taken to include a wide range of posstoilltles (i.e., smoke from oil well fires, chemical 
warfareagents, pesticides, and stress, among other things). PossMe outcomes being 
investigaled include neurological, neurophys i olog l eal, neuropsychological, 
psychological, pulmonary, and theumatoiogicai. Specific putative diagnoses are being 
exploted, including Chronic Fatigue Syndrome (CFS) and chemical sensitivities (which 
lacks a precise case definition). 

In the summer of 1996, per my instruction, VA Office of Research and Development 
Issued a request for proposals for an addNIonal EHRC wRh a focus on reproductive 
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outcomes wNh an kiWal focus on VMnam veterans. Seven proposals vrare subrnMed 
and iwAewed by a sdentHic peer-review panel o( experts in faN 1996. The Louisville 
VAMC, in ooHaboraUon with the Univarsi^ot Louisville, was selected based on scientific 
merit. Fundfog for the LouisvMeEHRC began in early 1997. The Louisville EHRC is 
conducting a broad range of research on reproductive outcomes. The EHRC is also 
conducting basic research into the reproductive toxicology of several specific 
compounds including dioxin. Lastly. It Is d e v e loping a reliable biomatker for exposure 
to mustard gas that may be very valuable fei future deployments. 

Queellond: hi past hearings, this Committee has etxxxiraged VA to work more closely 
wMh DOD in researching probable causes ct Persian QuH War Illnesses and identilying 
successful treatment models to serve their two beneflciaiy populations. The Institute of 
Medicine has also made this recommendation. What sle^ have you taken to more 
doeely work wNh 000? 

Aiiaaror: At my request, the VA Office of Research and Oevelopmant has entered into 
an agreement with OOO to jointly plan multi-center traabnent trials for Gulf War 
veterans’ illnesses. VA and 000 have iniiii^ the planning process for a treatment 
trial for GuM War veterans with Chronic Fatigue S^idrome (CFS) and Fforomyalgia 
(FM). VA and 000 are now eiqttoting a poMfoie joint effort to conduct an antbioUc 
treatment trial to ascertain whether Gulf War veterans' illnesses may have an Infectious 
origin. In addition, VA has Issued a Program Announcement soliciting proposals for 
additional treatment trials. Where appropriate and feasibie, such trials could be 
conducted jointly by VA and 000. 

Quee t lon 5: On June 19, 1997, you testified, many veterans, and certainly the most 
complex Gulf War cases, need a system of care which utMbses case management Has 
this bean achieved? 

Answer: One of our initiatives aimed at improving senrices to all veterans with complm 
medical problams is implementation of case management In their Special Report 
(October 1 997), the Presidential Advisory Committee on Gulf War Veterans Illnesses 
supported our efforts to implement case management Significant progress has been 
made. Case management as a clinical strategy for Gulf War Veterans has bean 
bnplaniented at approximately 20 VA medical centers. Performance measures for the 
Network Directors have been establiahed to ensure that the appropriate resources are 
devoted to these efforts at all facilities. In addition. In response to Public Law 105-1 14 
(November 1997), VA wW initiate clinical derrMnstration projects for case management 
and multidisciplinary clinical care for Gulf War veterans. The demonstration projects 
will use objective outcome measures to assess whether health care for Gulf War 
veterans is improved by case management approaches or multidisciplinaty clinics. 
Awards for the demonstration projects wiB be made before the end of this fiscal year. 
These projects will be funded as two-yew studies. We look forward to reviewing ttieir 
conclusions. 

Quee t lon 6: Given the scope of this probtem and its apparent origin in wartime service, 
it is incumbent on VA to de^ and test akemative treatment models wNh an eye to 
improving the cars afforded these veterans and their satisfaction wNh that care. 

Describe VA's efforts and results to improve both Ihe care provided these veterans and 
their satisfaction with that care. 

Answer: The VA Office of Research and Development has Initiated plans for a multi- 
site randomized clinical trial to assess the effectiveness of multidisciplinaty treatments 
for Chronic Fatigue Syndrome (CFS) and Fforomyalgia (FM) in Gulf War veterans. 
These conditions appear to significantly overlap with the types of symptoms and 
illnesses reported by many Gulf War veterans. Such a study Is poesUe because these 
conditions have dearly defined case definfoons along wNh proposed treatments that 
have undergone preliminaty evaluation. This study win be carried out in cotaboretion 
wNh the Department of Defense (DOD) and conducted at muWpla VA and DOD health 
care fadfilies. VA and DOD are invesfing up to $5 mMion each to condud this trial. 
Because of Rs experience end research on foe charaderistics of these dieeaeea, we 
plan to consult wRh the National Institutes of Heellh (NIH) in the develop mo nt of these 
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research protocols. In addilian. the VA Office o( Research and Dewslopmeat has 
Issued a Program Announcemsnt, or general invUatton to VA cHnidans/scjsntisis, to 
propose addWonal muM-sNe trials to OMkiate ffie eHsctiveness ol dWferent treatment 
strategies. The planned treatment trial, along with any trials proposed in response to 
the Program Announcement, sHM undergo rigorous sdentilic peer review by VA's 
federally chartered Cooperative Studies EvakMtion Committee. In addition, VA is 
contracting for a study of vdtat is commonly known as alternative or complementary 
medicine use and potential applications among VA patients. A copy of the statement of 
work is attached. 

Ouas t lonT; The final report of the Prssidential Advisory Committee on Persian Gulf 
War Veterans' Illnesses noted that neither VA nor DOD have Vridespread or systematic 
policies in place to address the concerns and questions of QuK War veterans 
concerning reproductive hsaKh.* Has VA conducted a review of its policies for 
reproductive health and Instituted a policy to allow genetic counseling for veterans with 
ooncems about conditions that may be assodatsd with militaty service as 
recommended by the PAC? What are the results of this review? 

Anewan I understand that Oapartment policy on the provision of reproductive 
healhcars. Including genetic counseing and other related issues, is currently under 
review by VHA officials. It Is my further understanding that to perform adequate and 
complete reproductive genetic counseing, one needs to perform a reproductive 
evaluation of the couple, i.e., of both the vaterwr and the veteran's spouse. However, 
VA has no authority to provide genetic counseling to GuM War veterans' spouses (nort- 
vsterans). VHA officials must thus consider tttis significant limitation in their ongoing 
powcy ooiponniongi. 

QuoaBon S: Section 107 of the Veterans' Benefits Improvements Act of 1904 required 
VA to conduct a study to evaluate the health status of spouses and children of Persian 
GuM War veterans. Provide the status, results and findings of this study. 

Afwarsr: VA implemented the Spouses and Childrsn Examination Program on April 8, 
1996. Thtoprogram was to originalylermlnats on September 30, 1996. Asyouknow, 
Congress extended the authority to conduct examinations until December 31, 1996. As 
of December 31, 1997 approidmataly 2,750 requests for examinations had been 
received. We have comptatsdapprwdmately 800 spouse or children exams and 730 
exams are pending. The remainirig 1,220 requested exams were not conducted 
because the individual to be examined canceled or did not appearfor the exam. VA 
has developed a database to capture the medical findings and other related 
information. However, at this tims, there are insufficient entries to draw any findings or 
conclusions. Upon termination of the program, we wMI perform a detailed analysis. The 
rssutts of that analysis vHi be fonwarded promptly to you and the CommMeee. 


s 
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Attachment to Question 6 


Title of Project: Alteniative Medicine Therapy: Assessment of Current VHA E*rachces ind Future 
Oppoitumttes. 

Authority of Projoct: Subpaxt 37.2 of Title 48, CFR prescribes policies and procedures for acquiring 
services by contiact and regulating these contracts with individuaJli and organizatxons for both personal and 
noa'peisonal services. 

Purpose: The puiposeofcoodncting this study is to assist die VetemisHealdtAdounistnitlonCVHA) to 
answer the question, "Should VHA ofiTer what is often referred to as alteraative Qsedieme treatment?** “If 
so, as a publicly funded national organized system of art that is corteosively mvolved in bealdi 
professional training and research, bow can VHA ensure that ai^ atezoative medicine therapies that it 
offers to supplement or complement traditioiuil therapies are appropriate, of high quality and equitably 
available throughout die system?" 

Background: The VHA in the Department of Veterans Affuts provides medical care and social support 
services to veterans m a wide rai^e of inpatient, ot^deot, home and community settiegs. It does diis in a 
system of 173 hospitals, nearly 600 ambulatery care and community based ouqiadeot clinics, 131 nursing 
homes, 73 home healthcare programs, 40 doirucniaries, 206 readjustment counseling centers, and various 
contract pxogrants that are administered through 22 integnted service networic offices, a national 
headquarters and other support offices. VHA facilities are located in each of the fifty states, the District of 
Columbia, Puerto Rico, die Viigin Islands, Guam and Manila. 

VHA care is delivered to vetexans who present with a wide range of medical, snrgical, mental and social 
problems. In addition to the diseasesfiUneases leen m the general U.S. adult p<^lition, VHA has special 
interests and needs in geriatrics and long-term care. VHA also serves a inimher of special popuJaiions of 
veterans who are diiadvantaged by ^inal cord ifyury/dysfiincdOD; Unb lots; post-traumatic streu disorder: 
chronic menial illness; homelessness; blmdness; substance abuse; and exposure to environmental hazards 
associated with their militaiy service. 

In addition to providing a full continuum of clinical care services to veterans, VHA has education and 
rescaith programs diat are major assets. VHA’s educatka p ro g nm includes affiliations with 107 

medical schools and over 1200 allied ind esiociatcd health edueatioo p rogr am s r epres e nting over 40 
professional disc^Unes. It has provided (raining to over two-dihdsoftfaeaadoa*s physicians. The VHA 
research program conducts basic, clinical, qiidemiotogical and behavioral studies across the entire 
spectrum of scientific disciplines. VHA researchers continually make major and landmark contributions to 
the advancement of medical science and the improvement of national health care. 
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VHA’s nujor stikeholdos ineludfi Congress; vetersos; veterans service organitttions; academic 
institutions; professional healthcare arganxzatioos tiut represent piovideis and clinical specialties; 
organized labor and reseaicb oigamzations. 

This project u expected to provide VHA with infotmatinD about and analysis of ‘'alternative ntedicine" 
treatments that have been judged ta: 1) be safe forpatienU, 2) be clinically effective and 3) contribute to 
patieat talis&ction. These judgment are caqiected to be predicated on published^ valid and reliable 
evidence obtained through methodologically sound studies. This nnist be done, and r eported, m a manner 
that allows VHA to naake detenmnatioiu about what wU) add to ns axmamentazium of care to meet the 
goal of providing the most appropriate and best possible care to each veteran. 

Scope and Methodology. 

Assessment and Analysis. VHA is proposing to have a contractor 1) provide a wotldng definition of 
“alteisative medicine" for use m this project; 2) assess and catalogue its current use of what are commonly 
known as "alternative medicine” treatments, 2) prepare a listing of the univeise of available "alternative 
medicine” tiicr^ies cmrently m use for/by VA patients and those drat are both potentially useful in the 
care of VA patients and available in the U.S.; and diea, 3) make reconunendations about those treatments 
that should be considered for continued use, or addition to available treatments based on: 

• the evideotiaiy base supporting die "alternative medicine” treatment; 

• identification of VA patunt need/pottsitial benefit; 

• analyaii of patient risk associated with use of therapy, at least in teims of die direct hsk of the 
dierspy and the risks of using it rather than other potmtially more cflicactous eraditional therapies; and 

• cosh-effectivcness. 

It is undmtood by both VA and tht conSractor that rteommendatwns about therapies that should receive 
consideration will be jii^ecr to additional intaiuii and external review. 

To answer the questiOT under Purpose above it is expect ed the contractor will; 

I . Develop an understanding of the major of veterans served by VHA, mcluding women and 

those in VHA's specal programs. 

Associated VA actioni i Provide infoRaatioa about the VA patient population related to major diagnoses 
and special patient populations to die contnutor. 

2 Submit to VHA, for ^ipruval, die woddng definition of "alternative medicine” treatment to be used 
for diis project indicating from what sourca U was drawn. 

Associated contrsetef actions : In constructioo/selection of the definition, review relevant databases 
including National Institutes of Health defsutiona available through Medline. 
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3. Asscu and analyze the degree Ce which “tlternative fnediclne" therapies are offered within VHA 
system-wide, to include providing ufonnation about type of therapies offeicd, die purposes for which 
offered and the specific progmns, locations in which offered and outcomes of such intervencioDS. 
AMociated coniracinr actions: 

a. Develop a list of “alternative'* or “oonqrlementaiy medicine’* dicrapies in general use in the U.S.; 
c.g., acupuncture, biofeodback, etc., diat have been applied to pcoblems/condidoiui/illDesses of the VA 
patient population. Each treatment identiiBedwin be accompanied by summary tnfbnnaiioii about die 
scientific and cxperientiB] evidentiary base supporting its use ud die extent and primary ipplicationfs) 
of its use. To do diis, the contractor will wodc with the Office of Altenutive Medicine at die National 
Institutes of Health and other appropriate eohtias as well as members of VHA offices fcnghtdiwj Pident 
Care Services, Public and Envirooinmital Healih, Read^ustmeat Counseling, and Research. 

b. Conduct quantitative assessmoit of use of **altefflative medicine'' treatments across the entire system 
(hat provides detail about each of (he offered therapies in terms of 1) programs/settings in which a 
therapy is used; 2} diseases/problems for which used: 3) reason for using it; e.g., patient request, prior 
success with its use, primary vs. adjunct treatment etc.; and fiequency of use in comparison to 
traditional methods; 4) availability of the tr ea tment across the system; e g., limitations on availability 
and use in terms of settings, access, etc.; and S) clinicians who provide the therapies; e.g., MD, RN, 
psychologist social works’, etc. 

It is anticipated that the contractor will develop a survey tool and 1) obtain VHA pre-approval of its 
use; 2) pretest the instnunent at a Tninnimm of one facibty; 3) make indicated changes to the survey; 

4) obtain VA approval of the final survey ; S) survey all VHA healthcare facilities for quantitative 
mfonnation and 6) follow this with an in-depth review of approximately ten reprcaoitative facilities. 
(The tool/method must provide for accuracy and comparability of data tiiat is approved by VA prior to 
use.) Representative facilities will be identified by die contractor using results of die initial survey and 
consultation with VHA staff. Alternative approaches to (his method can be proposed by the contractor 
and will be (.onsidered based on ability to meet the goals. 

c Develop a set of entoia, and obtain VA approval of same, by which therapies should be judged 
appnjpnate for inclusion in VHA*s array of clinical care treatments. Such criteria would be expected 
to discern evidence that a treatment had been proved safe, efficacious for die condition for which used, 
and cost-effective 

Associated contractor actions : Contractor will provide ■ detailed description of the process by 
which the validity of the selected criteria was detennined. 
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d. Develop, in coosultatUQ with VHA officials the definitian of ‘'applicable uoivcrse of available 
alternative medicine treatments** using mfonnatioD gained in steps a-c. 

4. Using the criteria and list of treatments of potential use in treatment of VA patients, develop 
recowimfmdations about "altexnative medicine" oeatments that should be couidered by VA far 
discontinuatioii, contiimition. or additioo. Treatonents reeonunendod for continued use or for addition arc 
to be arrayed based on strength of evidence in support of each treatment; associated costs, boiefits and 
lisls to patienta, availability of qualified practitioQeis and recepdviQr or barrien to ofierieg each trea&nent 
It is iu^er expected that a) eonclusioBS teached by die contractor will compare tise of "alternative 
medicine" treatmea^ for particalar problems/disei ses to dien use by "benefamark" organizations (to be 
identified in advance by the contracCnr and aj^ireved by VA) and b) that recoosnendations win address the 
full range of the contractor's assessments and analyses. 

Associated contraetOf aefions* 

a. Identify to VHA any “alternative medicine" treatment options that should be of particular interest to 
VA for control of symptoms - e.g . pain or for subjective symptom management As noted earber, it is 
expected this would be based on a review of major diagnoses/problcim experienced by VA's overall 
patient population and sub-populations - e.g.. Gulf War veterans with undiagnosed or hard-to-diagnose 
conditions, veterans diagnosed with PTSD, those widi addictive conditions, AIDS padenta, etc. Each 
identified optioD should include an assessment of the cost or financial impact of implementaiioD of the 
option. To do this, VHA will znake available to the contractor demognphic mfonnabon about its 
patient populations and expects that the contractor would also collect additional informaiioD through Its 
review and mteiviews. 

b For those dieiapies that should be of particular intcicst because of usefulness in die VA patient 
population, provide infonnatiOD regarding (he availabihty of evidence r ep o r ts from the Agency for 
Health Care Policy and Research (HHS) and of other governmental agency assessments or evaluations, 
from organizations such as the Swedish Office of Health Technology Assessment (SBU), the Canadian 
Coordinaong Office for Health Technology Assrstmegr fCC^fTA), as well as reports from private 
sector organizations such as the Emergency Care Research Institute (ECRI) 

c. Assess and analyze the receptivity and barriers to die use of die various "alternative medicine" 
treatments from die perspectives, at a minununi, of culture (medical and VA}, academic affiliates; VA 
policy, regulation or statute; access to practitioners qualified in their use. In its analysis of the findings, 
VHA should be provided mformatiou about the extent to which facilitators and barriers found in VA 
are mirrored in the larger health care arena. To do this, it is anticipated that the contractor will use its 
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survoy tool; conduct subsequent in-depth review of representative facilities and interviews with 
appropriate VA patients or patieot advocacy groups such as Veterans Service 0rga£ii2atioii5 and VA 
staff inchiding Geaenl Counsel attorneys as well as review practices of odicr health care organizations 
(as part of its initial preparation of the Ust of thenqiks) diitcdy, or thinugh relevant published 
inibnnaticBi. 


Tasks and Assoelatad Delivenblca. 

The successM bidder will provide documenutusn of ability snd expenence m conducting studies that 
requite scientific rigor in evaluating rnrHinl tboapies and their evidentiaiy bases. 

1. Written lyojeet plan with trirrtinfa. 

2. Benchmaridng activities and consultation with VA officials as noted above 

3 . List gf ^'alternative medicine" treatments. 

4. Alternative medkine treatment evidence assessment, including process used for evidence assessment 

5. Survey instEUment (or other alternative method acceptable to VA) 

6 Written interim report at conctusioa of assessment phase, with briefing. 

7 . Written final report (A briefing widi the Under Sccietaxy for Health may also be required.) 

8. Verbal summaiy of report and recommendations, with appropriate documentation, for key executives 

9. Regular interaction with TOFM dnoughout course of connet 

Term of the Contract. Be^ not later dian Febniary 10, 1998 and be completed within 1 80 work days. 
Description of Tasks and Associated Deliverables. 

Task 1 . Meeting with VHA project manager and otho; key officials to outline project and clarify 
subsequent tunelines and tasks. This would include proposing an approach (for example - for the survey or 
aHemative approach; methods planned to bcilitate selection of an appropriate sample of facilities for more 
in-depth assessment and analysis) and reaching a g reement on methods that would allow maximum 
usefulness and ability to Htply recommendations across the VHA system. Following this meeting, the 
contractor's project leader and other appropriate staff will maintain telephone, petsonal or other contaci 
with the TOPM on weekly basis for first month and biweekly thereafter during entire project to assure VA 
IS aware of status of the work on an ongoing basis. 

Task 2. Benchmarking activities and coasultatiod with VA officiab as noted above. 

Task 3. List ofaltemative medicine" treatments. 

Task 4. “Alternative medicine" treatment evidence assessment product, including process used for 
assessmg the evidentiary base. 

Task 3. Survey mstruioeac or other acceptable tool/metbod. 
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Task 6 Gomplete assessments as outlined under Scope ud Mediodoiogy and provide a briefing and 
intenm wntteo report of findings and prelimmary recommendations to Under Secretary for Health. 

Task 7. Provide coxi^)letc written report that incotporates assessment and recommendations in a manner 
that meets the approval of the TOPM and Ofiice of the Under Secretary for HealdL 
Task 8. Provide verbal stmutuny of fnvlmg and recoftninmdationa to an audience that inc hides ap prop r iate 
HeadquarterSi VISN and facility sta&. 
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GA3 


IMtodStMM 

Geacnl Accontiac Office 

WaiU^tM, D.C. aOS4S 


W a t loaal S e ft ty — i 
ItawattMMl Aflhfaa IthUktm 


March 20, 1996 


Ihe H<xiorable Bob Stump 
Chairman 

Committee on Veterans' Affaire 
U.S. House of Representatives 
336 CanncMi House Office Building 
WashingUm, D.C. 20616 

Dear Mr. Stump: 

We have oicloaed our respCMises to questicMis you posed following our 
testimony before the Veterans Affoire Committee on Feb. 6, 1998. 

Please refer any questions about this material to Mr. Kwai-Cheung Chan, 
Director, Special Studies and Evaluations, on 612-3002. 


Sincerely yours, 


Donra M. Heivilln 

Director of Planning and Reporting 


Enclosure 
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KcsponBes lO rQBv*tmniig ^^insihiib lor ■■. iKifiiiii 

ntector of Ftannhig nd Bepottkig 
National Securtty and biteniaiiatial AflUia DhrUon 
U3. Oenenl Accounting OBIce 

Q: Do you concur widi the viem of the PAC that aa a general rule the gcefenunent 

ahoidd eponaor only leaeac ch dud haa been auldect to p ee r r eei e w and 
coo ip el itl on? 

A: To the extent that independent peer review and competi t ion act to iinprawe the 

credlbiltty, quality, and efBdency of reaearc h efliofta, we a gee that theae 
approadiea ahould be atrongiy encouraged. . 
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Q; There it « pertiape-unintended Im pU CTitkin in your teiU i no o y flat fovenuncnt 

qwinaccd wf rdi on Gulf War aineaaes ia auapect, and that piivately aponaoied 
reaearch ia Inhetentlir more reliaUe. Did you Intent to convey such an implication? 
If ao, please eiplaln. 

A: We did not intend to imidy that ‘government ^wnaoted reaeardi on Gulf War 

iDnesa it auapect, and that piivatdy aponaoced leaearch ia inherently more 
reliable.' We reported the tollowiiig bets in our i^otb (1) federal rceearcl) on 
Gulf War veterans' Illnesses has not been pursued proactivdy; (2) much of this 
research was begun In response to e ong reaatooal mandate, earmarked ftmding, or 
extetnal reviewers' recommendatlona, indicattng that the executive branch agmdes 
were alow in reaponding to Gulf War veterans' health concerns; (3) while federal 
reaeardi is currently centered on studies of the prevalence, nature, and risk factors 
associated with veterans' iUneaaea, few studies are focusing primarily on 
Idenimcation and Improvement of treatments for these iUneases; (4) most of the 
epidemiological studies have been hampoed by data problems and methodological 
Bmitalions and consequently may not be able to provide conduaive answers in 
response to their stated oldecttvca, partlculatiy in identiQdng risk tbetom or 
potential causes; (6) some hypotheses (for exanqile, thst vetersns' current 
symptoms ate due to exposure to stress) were pursued mote aggressively than 
others (for example, that synq>t«ns are due to knr-levd exposure to chemical 
warfare agents) and some hypotheses that were initially rejected by the federal 
government (for example, that synvtoins ate due to delayed chronic effects of 
exposure to organophoqihates) were pursued with private sector funding; and (6) a 
suhatantial body of privately ftinded reaearch suggests thst low4evel exposure to 
chemicsl warftre agents on chemically related compounds, such as certain 
pesticides. Is associated with ddayed or longterm health ^ecta. Regarding 
delayed health effects of organophoaphates, the chemical family used In many 
pesticides snd diemlcsl warfue agents, thme is abundant evidence fhxn animal 
experiments, studies of accidental human exposures, and epidemiologic studies of 
humans that low-level exposure to certain organophoaphocus compounds. Including 
satin nerve agents to which our troops were exposed, can cause delayed and 
chronic neurotoxic effects.' 


'Satin has been used as a chemical watfore agent since World War n, most recently 
during the Iran-baq war, and by terrorist s in Japaa 
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Q; I note that a lulMtaiitlal iminber of h^hly Rguded independent sdentMa and 
piqniduis have worked on theae laoea itar jrean - fhat with the InatUiite of 
Medldne and then on the Preatrlrntlel Advinay Conunittee. Tonr condnaions 
ImpHcM y md eipUcWy (Meeyeed wMh a c i e n tMc Jndgnents made by thoae bodlea. 
You teadfied that you 'ahowed your work to ouMde eq>em* who 'reviewed oor 
work.* hi the context of your teadmony, the tanpUcadon ia that imnanied 'eqiert a * 
agreed with your findtaiga and oondnalana, but In reaponding to oor pre-hearing 
queadona, you Idled to identdy who thoae eqieita were. Pleaae Idendiy tex the 
record by ruane and afllUadon the 'ootalde meihcal experta (who) re v iewed [your] 
work.' Your anawen to our prdiearing queadona indicate that you did not aoUcit 
or receive written reaponaea from thoae 'experta.* Why not? EM you receive 
commenta from thoae experta at ail? Ihd you receive any commenta exp rea e ta g 
diaagreement with aaaetdona of fact, findbiga or conduaiona in your dnA report? 
bi preparing the report on which you teadfied before oor Committee, you adidted 
commenta on your draft report from VA, DOD, and the PAC. Deqrlte aubatandal 
critical reaponaea from each, you coftduded that noire of the commenta received 
provided evidence to challenge your principal fiitdlngt and conduaiona. With 
reaped to the aoundneaa of the flndlnga and conduaiona made In your report and 
your teadmony, pardcolariy thoae with addeh the PAC, VA, and IXM) diaagree, 
predaely what conchiaiona do you irdervi to have the Committee draw frcrni your 
teadmony that you 'ahow(ed] your vrorii to outaide experta?? 

A: Commenta from PAC, VA, and DOD ate admowiedged and reprinted In our report 

for the review of intereated readera. None of the commenta we received provided 
evidence to challenge oor principal findinga aitd conchiaiona that (1) DOD and VA 
had no meana to ayatemadcaUy determirte whether symptomatic 6i^ War veterans 
were better or worse than when they were fimt examined and (2) ongoing 
epidemiological teaiarch would not provide ptedae, accurate, and conduaive 
answers regarding the canaes cd the Gulf War veterans' illneaM An of the 
comments we r ec e i v ed sought to drift the oima of identifying and subetandadng 
the causes of Oulf War Ulneaaes to ua, when In Ihct we meidy rev i ew e d the 
sufficiency and perauaaiveneaa of the evidence behind the administration's 
conduaiona. bi some inatanoes, we found it to be weak or open to alternative 
interpretation. 

bi the abaence of official condnaions from DOD arul VA, we examined condnaions 
drawn In December 1996 by the President's Advianry Conunittee on Gidf War 
Veterans' Dbieasea, and endorse d by DCM} in January 1997, about the Ukeiihoad 
that exposure to 10 commonly dted agents contiibuted to the explained and 
unex|riained iHneaaea of theae v eter a ns. We Ibund that the evidence to support 
sevend of these condustons ia open to diaUenge or subject to diflietent 
interpietatioiL We reviewed the extent and vaUdtty of official conduakms on key 
iaaues through review of extant adenUfic Utoature; and consulted experts in the 
field of epidemiology, toxioalogy, and medidne. We conaolted these experts to 
ensure that we were correctl y preaenting the resulla of the scie nt ific Uteratare. For 
epMemMogical research, we consulted Dr. DA H enderson, Dean Emeritus and Dr. 
L. GonUa, Proftsaor Emeritus, School of Hygiene and Public Health, Johns HopUns 
Untverdty. For toxicological aial roeifical research, we consulted Dr. F. R DulQr of 
Harvard Unlveratty; Dr. M. R Abou-Donla of Duke Urdvecaily; Dr. S. Soniani and 
Dr. K Huaaln of ^ Univeiaity of Southern DUnois; Dr. R W. Haley of the 
Ibdvetaily of Texaa Southwestern Medical School; and Dr. P. Spencer of Oregon 
Health Sdencea Untventty. However, It ia Inqtor U nt to note fiiat GAO is solely 
reaponaible for the conduaians drawn in its reports; it docs not rely on experts to 
draw these, ft it our iHadloe to considt tndtviduaia with a variety of viewpoints in 
the expectation that they wiD iK)t abraya agree; we do ao largdy to help ensure 
that all the rdevant beta and Cactoia me adduced, rait to seek their vlewa on what 
GAO should find or recommend. 
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GA3 


f sited States 

Geaeral Aecoaatlag Office 

WaaliiMt— ■ D.C. MM8 


Healtkt Edaeatkm, aad 
Hsia Se n rkea Dlvialoa 


B>279446 

March 18. 1996 

Ihe Honorable Bob Stump 

Chairman, Conunittee on Veterans' Affdis 

House of Representatives 

Suttject: VeteriM' Bgiglltii: Imnrpwmw'tn M«<te to Pi-rmn flulf CMim 

TV nr pj diM 


Dear Mr. Chairman: 


The endoaed infcinnation reaponda to your Mlow-tip qneatloaa concerning our 
teattmany befoie the Committee on Febmaiy 5, IMS. In our teadmoniy, we 
noted that VA haa taken atepa to improve the pioceaaing cf P ersi a n Gulf daima 
for undia 0 ioaed lilneaaea. However, because VA only recently began some of 
these initiatives, their Aril impact ia uncertain at thia Ume. Theendoaed 
inlbfmalion sopplements our testimony beftare the Committee and specifically 
datifies inlbimattan on our review of readhidicated Persian Girlf daima. 


If you haw arty qu ea Uo na or would like to discuas this infbtmatton fiuther, 
pleaae ocntact me on (202) 513-7101. We will make copies of this 
oorteapondenoe avafisUe to otiier interested parties on requesL 

Sinoetely yours, 

StephA P. Backhus 
Dtreclor, Vcteraiw' Aflhtta and 
MiUtaty Health Care Issues 

EtKiosure 


6AQtHEHS-98-ll» Persiaa Calf Clahas ProresKing 
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ENCLOSURE 


ENCLOSURE 


suppijaiEWTAi. i NTORMA-nmi on prbsian oinj? ra-Aius 
IMs encknuTe details your quealkiiis aid our nqwoMS, which mippleinait 

infonuAUnn in our tasUnvinv tielinie uniir rnminittAe VMmmna! 

Improvementu Made to Pwidati fliilf fitahmi Pmr—lif (GAO/T-HEBSDSSB, Feb. 6, 
199^. 


1. Tou awntioaed the poteadsl (or ^■rn■s^^ttl■l^n■ ia adiadlcatiBg these 

CleiMB. WH* the y yiu « mlfmUlrmmt 

difrereBoe ia alhncaaee rates b etwee a the regisaal odBeesT 

Our sanqde of Persian Gulf clalma does not pennit us to draw oonchialons <» provide 
an indication of the diflietences in allowance lates by regional ollloe. We drew our 
sample from a nationwide pool of Peiaian Gulf claims, and it was not designed to 
estimate such differences by regional ofllee. b additkai, the results at our ana|yais 
were based on a sample drawn shortly after VA decentrahied its claims processing 
from four area processing offices to the 58 regional offices. VA began redistributing 
claim files around Jime 1997, and we drew our aanqile as of July 31, 1997. Tivo.thirds 
of the claims m our sample were rea4iudicated by a forma area processing office. 
The remaining claims m our sample were rearlludtcated by 16 dUforent regional 
offices, arul 11 of these offices processed only one claim. 

2. b there one thing yon can suggest Oat b the key to impeoving the 
rating and thneUnees of these Persian Galf claiM? 

Fersisn Gulf claims are extremely conurlex, (dien requiring claims processors to 
develop and rate multiple medical con^ona. As noted m our tesfimoiiy, our review 
focused on VA's readjudication of clalma that were previously denied. We reviewed 
the clalma to ensure that VA followed its pnxedures b addressing all evidence b a 
veteran's claim file but did not aasess the adequacy of the medical examinations. 

One area that may warrant closer inspection, howeva, is the adequacy or quality of 
VA's medical examinations required b undiagnosed illneas daima. Thorough medical 
examinations ate essential for accurate and timely acUudicallon of these claims, 
according to our review. Physicians who conduct compensation examinations must 
be fomiliar with the regulatory requiremait that an undiagnosed ilbeas to potentially 
compensable only when an acceptable cltidcal diagnosto has been ruled out through 
medical history, physical exambalioit, and laboratory test This approach to 
somewhat contrary to the way most compensation examinations ate conducted 
because b those cases a diagnoato to erqiected. b limited discussions with rating 
spedaltots and compoisatton and pension physicians, we learned that some medical 
examiners still believe that a diagnosto to expected fimm them and th^ generally 
provide one. VA's Undersecretary for Benefits acknowledged b his testimony that the 
adequacy of medical exambalion reports are a nurjor concertt To aihlresB this issue, 
VA has developed guidelines for corulucling examinations bvohdng undiagnosed 
ilbeases and conducted a jobt saMlite video broadcast on Gulf War examinations for 
Veterans Health Administration and Veteraiw Benefits Administration employees. 

3. Have you found that other veterans' fbhns axe being cast aside b bvor 
of readlndirating the Persian Grtlf clahnsT 

As part of its decentralization process, VA instructed its regbrud offices to give the 
reatUudicatbn of previously detded Gulf War claims the highest prfority. Regiortal 
offices therefore assigned up to 30 percent of their arliudlcation staff to Persian Gulf 
claims processing, which allowed 70 percent of the ttatt to handle non-Persian Gulf 
claims. According to reglorud offidato we qmke with, if their office's workload 
bcreased beyorul its capability, they transfaied cases to other regions to be 
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pioceased or woiked oveitiine to reduce the workload. Ihese strategies were used 
for both Persian Gulf and non-Persian Gulf cases. 

4. b jomr review of the varioaa legiswal oflleea, dM yom note aajr large 

sriasistrhrs between Gelf War -*-* — and the lesonr e ee to handle thessT 


Because our review of Persian Golf claims proceasbig did not inchide an anatjrais of 
office resources, we caiuiot address misniatiches between daims and 
B tai regional crfBoes. We did note, however, that due to die decentralisation, 
offices located In VA's soutbon areas recdvcd most of the Persian Golf 
IT readJudicatioiL ^tedflcaUy, 10 of the 14 regional offices that recdved 260 
of the redlalzibuted Persian Ghilf claims were located in the southern area, 
at two of the four southern regional offices whom we spoke with staled that 


ntraUsation had tncrenwd processing time or backlog. For eaanqde, one 
office stated that tai a gmonth period in 1007, the percentage of cases 
over 180 days increased from 10.5 to 16 percent Officials at the other two 
offices stated that they mitigated the decentralization's impact by transferring 
other regions to be processed or worked overtime to reduce the wrnldoad. 

! impact on a regional office's resources dqiends on the number of cases they 
nd the regional office's existing wrwkload. 


(106766) 
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Honorabto Jack Quinn OuMtloiw for the Racord 
Honorable Jo s e ph Ttiompeon 
Under Secrelaryfor Benents 
Department of Veiarans Affairs 
Hear in g on Persian Gulf Issuas 
February S, 1998 


QUESTION 1: On page 2-55 in Volume 4 of the VA budget submission, there is 
a very candid description of the results of a December 1997 review of 384 
claims. The section reads, *of the 384 cases reviewed, 139 had at least one 
error for a national baseline accuracy rate of 64%.” First, how do those findings 
compare with the monthly reports filed by each RO since July 8, 1997, as 
mentioned in your testimony? Second, this review does not errgender great 
confidence in how VA is processing Persian Gulf claims and even more 
disturbing, how VA is handling all of its claims. Does VBA intend to continue the 
STAR Program, and when will you begin similar audits at each of the Regional 
offices? 

ANSWER: The quality improvement reports on Gulf War claims for the months 
June through December 1997, indicate an approximate 70% accuracy rate. 
While we have seen some improvement during the latter months of the reporting 
period and the overall percentage is somewhat better than that found on the 
STAR review, it is still not good enough for the quality senrice we expect for the 
processing of Gulf War claims. For this reason the Compensation and Pension 
Senrice’s (C&P) Gulf War Rapid Response Team continues to provide 
assistance functioning as a full time program information resource and by 
conducting weekly telephone conferences with Regional Office staff throughout 
the country. We continue to work with VHA to improve the sufficiency of 
disability examinations which are so critical to the overall accuracy of the 
processing of Gulf War claims. 

We understand that we need to improve the accuracy of all the compensation 
and pension claims processing. For this reason, the Director of the C&P Service 
formed a special work group last year to study the quality review program that 
was in place. The work group developed the prototype Systematic Technical 
Accuracy Review (STAR) program, which we tested with a special review in 
December. The purposes of the test were to validate the methodology and 
review instrument of the STAR program and to better define the baseline 
national accuracy rate for the core adjudicative work which was limited to the 
more complex and more difficult rating related work. It is essential to understand 
that the STAR protocol tested is more rigorous and demanding than the review 
program currently in place. Under the STAR protocol, a case is reviewed from 
the point of initial development, through the decision, to the notification sent. If a 
critical senrice or decision error is Identified at any point in the processing of the 
claim, the entire case is considered to be in error. 
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As I noted in my statement, I am committed to improving the technical accuracy 
of compensation and pension claims adjudication to ensure that our nation’s 
veterans receive the best service possible. The STAR program will play a critical 
role in documenting service. We are now developing a plan to impiment STAR 
on a national and station level. I expect an interim program to start by June of 
this fiscal year and a final version by October 1, 1998. 

QUESTION 2: In your testimony, you stats that guidelines for C&P exams are 
now being finalized between VBA aruf VHA. Do you find it disturbing that it has 
taken several years for VBA and VHA to develop and ensure a complete and 
ratable exam? 

ANSWER: The guidelines for C&P exams, jointly approved on February 6, 

1998, are not new guidelines, but rather a refinement of the examination 
guidelines that have been in place since the Gulf War legislation was first 
enacted in 1994. The legislation was designed to address a unique set of 
illnesses. As a result, we find we are dealing with the kinds of claims we have 
never before experienced. As with any new process, it is important to update 
and refine field guidelines as we learn more about undiagnosed illnesses. A 
satellite video teleconference was conducted on March 3, 1998, to provide 
training on the newly revised guidelines. The broadcast was well received by 
both VBA and VHA personnel. We look forward to continued collaboration with 
VHA. 

QUESTION 3: You note that among the roughly 91 ,000 Gulf theater veterans 
who are receiving service-connected compensation, either 1,590 or 2,306 
veterans are receiving compensation for undiagnosed illness. What are you 
doing to rectify that large variation in the data? 

ANSWER: Attached is a White Paper addressing this issue. 
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Whtte Paper on GuH War Raporling 


ISSUE: Data from the GuH War Tracking System CTracker) and the GuH War 
Management Information System (GWMIS) do not match with respect to the 
number of GuH War veterans who are service-connected for an undiagnosed 
illness. 

BACKGROUND: On February 5, 1998, the Under Secretary for Benefits noted 
in testimony before the House Veterans' Affairs Committee that discrepancies 
between the Tracker data and the GWMIS data for service-connected 
undiagnosed illnesses needed to be resolved. 

The Tracker showed 2,306 veterans with service-connected undiagnosed 
illnesses whereas the GWMIS showed only 1,590. Tracker data is collected 
from manual input by Adjudicators in the Held offices as they identHy disability 
decisions for veterans claiming undiagnosed illnesses. The GWMIS uses 
Defense Manpower Data Center (DMDC) data on GuH War veterans and 
matches it with the VA Benefits Delivery Netwoik (BDN) for veterans with 
undiagnosed illness rating codes. 

REASONS FOR DISCREPANCY : 

There are vulnerabilities in both of the reporting systems for GuH War Illness 
claims which preclude the ability to track these cases wHh 100% accuracy. In 
general, the use of stand alone tracker systems that are not tied into the 
payment and award system (the Benefits Delivery Netwoik) are inherently 
flawed. These tracker systems must rely on an adjudicator to update a separate 
system that has no impact on the veteran’s claim or the decision making 
process. This extra step is prone to being overlooked and/or recorded 
inaccurately when workload is heavy. 

Ideally, we would be able to capture this type of data hi the BDN. Unfortunately, 
the BDN was designed and developed in the late 60’s and early 70’s when 
system capacity (memory) was expensive and therefore limited. Consequently, 
the BDN only holds a maximum of 6 diagnostic codes and does not retain any 
information on 0% SC cases when no payments are being made. Since 1991 , H 
payments were not made, we captured 0% SC in BIRLS (the Beneficiary 
IdentHication and Records Ijocator Subsystem) in Austin which also holds 3 
additional diagnostic codes. The Tracker system was an attempt to capture all 
of the data associated with GuH War claims (i.e., all diagnostic codes, 0% SC 
cases, as well as all denials) without matching data from multiple systems^ The 
tracker system, however, has not proved to be a reliable data source and we 
plan to discontinue its use as soon as we can develop a subsystem that is tied to 
the BDN. 
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The GWMIS represents the best data we have available from several sources 
including the Odense Manpower Data Conter. The GWMIS was developed at 
the Department level and includes Information derived from both VHA and VBA. 
The vulnerabilities of the system which include the limitations of the BDN are 
dearly dted. One of the limitations indudes the reporting lag in DMDC data 
which is 4 months older than the current data used by VBA. This lag can affed 
the Era and Theater numbers but does not affed the Conflid data which 
represents a dosed period and is nd subjed to change except for some minor 
corredions that VBA has discovered in processing individual claims. These 
minor conedions are required, since the DMDC’s distindions of Era, Theater, 
and Conflid service rely on reports that tracked the locations of various military 
units rather than specific individuals. Consequently, the predse assignments of 
some individuals are nd always accurately refieded in the DMDC data. When 
there is a discrepancy, VBA has been providing DMDC with corredions in an 
ongoing joint effort to improve our data integrity. 

CORRECTIVE ACTIONS : 

The IRM staff and the C&P staff are in the process of designing a new BDN 
subsystem which will capture data on ail special issue claims. The system will 
be designed so that it will prompt adjudicators to make an entry to identify 
whether a claim involves any special issues. The accuracy d these entries will 
be reviewed as part of our performance management system and STAR reviews. 
Our targd date for implementing this new subsystem is September 30, 1998. 

In the short term, we are modifying BDN procedures to prioritize undiagnosed 
illness rating codes so that they are retamed, where possible, as one of the 6 
codes the system can hold. 

The longer temi solution involves the development of VETSNET which will 
replace the BDN and provide nd only enhanced processing functionality but also 
a management information subsystem to meet our data reporting needs which 
will encompass the data needs of our key stakeholders. 
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